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U.S.  DEPARTMENT  OF  HEALTH,  EDUCATION,  AND  WELFARE 
SOCIAL  SECURITY  ADMINISTRATION 


INTRODUCTION  TO  THE  REPORT 


PURPOSE  OF  THE  CONFERENCE 

State  agencies  have  been  working  with  the 
Social  Security  Administration  and  the  Public 
Health  Service  for  about  3  years  on  the 
Medicare  provider  certification  program.  This 
partnership  has  developed  an  effective  ongoing 
program  for  determining  the  acceptability  of 
health  care  providers  participating  in  Medicare, 
and  through  the  survey  and  appraisal 
mechanism,  has  influenced  the  quality  of  services 
rendered  by  these  providers. 

The  second  Health  Insurance  Conference  for 
State  Agencies  was  convened  to  focus  attention 
on  the  importance  of  improving  our  techniques 
for  assessing  provider  performance,  and  to 
communicate  to  the  State  Health  agencies  the 
major  areas  of  emphasis  with  which  the  program 
will  be  concerned  in  the  months  ahead.  State 
and  Federal  officials  met  in  small  groups  to 
exchange  ideas  on  major  program  problems  in 
an  informal  atmosphere,  and  for  the  purpose  of 
exposing  all  participants  to  various  points  of 
view  on  ways  to  improve  the  quality  of  health 
care  in  the  nation. 

CONFERENCE  PROGRAM 

The  conference  was  held  in  two  sessions  with 
identical  formats,  for  the  Western  States  in  San 
Antonio,  Texas,  and  for  the  Eastern  States  in 
Baltimore,  Maryland.  The  mornings  were 
devoted  to  presentations  by  key  program  officials 
and  outside  speakers,  followed  by  group 
discussions  on  topics  of  major  program  interest  in 
the  afternoon.  On  the  third  morning,  the 
participants  met  again  in  general  assembly  to 
hear  summaries  of  the  group  discussions. 


Numerous  State  officials  attended  the 
conference,  including  many  State  Health 
Officers.  The  Federal  government  was  repre- 
sented by  central  and  regional  staff  members 
of  the  Bureau  of  Health  Insurance,  the 
Community  Health  Service,  and  the  Medical 
Services  Administration.  Mr.  Wayman  Register, 
Regional  Commissioner  for  the  Social  Security 
Administration,  attended  the  meeting  in  San 
Antonio. 

Speakers  at  San  Antonio  included,  in  order  of 
their  appearance:  Dr.  John  Cashman,  Acting 
Director,  Community  Health  Service;  Mrs. 
Phyllis  Hecker,  Assistant  Administrator,  Mount 
Zion  Hospital,  San  Francisco;  Dr.  John  Porter- 
field,  Director,  Joint  Commission  on  Accredita- 
tion of  Hospitals;  Dr.  Thomas  Bell,  Deputy  Di- 
rector, Bureau  of  Health  Insurance;  and  Mr. 
Boisfeuillet  Jones,  President,  Emily  and  Ernest 
Woodruff  Foundation. 

Speakers  in  Baltimore  were:  Mr.  Thomas 
Tierney,  Director,  Bureau  of  Health  Insurance; 
Dr.  John  Cashman;  Mr.  Morris  Levy,  Assistant 
Bureau  Director,  Bureau  of  Health  Insurance; 
Dr.  John  Porterfield;  Mr.  Ray  Brown,  Executive 
Vice-President,  Affiliated  Hospitals  Center, 
Boston;  and  Mr.  Boisfeuillet  Jones. 

CONTENTS  OF  THE  REPORT 

This  report  makes  available  the  major  points 
of  view  contained  in  the  presentations  by  the 
officials  of  Medicare  and  other  related  programs. 

Also  included  is  a  representative  sampling  of 
comments  made  by  State  officials  during  the 
group  discussions. 
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HOW  MEDICARE  IS  DOING 


Remarks  delivered  by  Thomas  M.  Tierney,  Director,  BHI 
at  the  Baltimore  HI  Conference  for  State  Agencies 
May  19,  1969* 


I  suppose  it  is  a  little  bit  hackneyed  to  say  that 
Medicare  has  had  to  rely  on  more  different 
agencies,  organizations,  groups  and  individuals 
than  any  social  program  ever  undertaken  in  this 
country;  but  you  people  who  have  been  out  in 
the  field  doing  the  job  know  that  is  true,  and  I 
would  certainly  be  remiss  if  I  did  not  express  our 
deep  appreciation  to  the  State  agencies 
throughout  the  nation  for  the  job  they  have  done 
in  this  very  complex  program. 

I  would  like  to  talk  briefly  on  some  of  the 
objectives  we  will  want  to  achieve  in  the  months 
ahead. 

PROGRAM  INTEGRITY 

We  have  instituted  an  ongoing  project  of 
surveillance  and  analysis,  that  we  have  chosen  to 
call  "program  integrity."  We  are  greatly 
increasing  our  activity  in  this  whole  field.  There 
is  no  use  denying  the  fact  that  some  institutions, 
largely  in  the  ECF  field,  are  not  going  along  with 
the  basic  congressional  intent  or  philosophy  with 
regard  to  levels  of  care  and  covered  services;  but 
I  think  a  lot  of  it  has  actually  been  the  result  of 
misunderstanding  of  the  extended  care  facility 
benefit.  The  whole  concept  of  an  extended  care 
benefit  package  never  existed  before,  and  it  is  the 
unique  child  of  Medicare.  It  was  a  dream  in  the 
minds  of  those  enacting  the  program,  but  has 


*  Similar  observations  expressing  the  Bureau's  major 
concerns  and  points  of  emphasis  were  made  by  the  Deputy 
Director,  Dr.  Thomas  G.  Bell,  at  the  San  Antonio  session 
of  the  Conference  on  May  6,  1969. 


been  very  difficult  to  define  and  equally  difficult 
to  enforce.  Nevertheless,  it  is  our  job  to  do  this. 

CUSTODIAL  CARE 

The  law  says  that  program  payments  may  not 
be  made  for  care  which  is  custodial  in  nature. 
Well,  it  is  extremely  difficult  to  define  this,  but 
we  and  the  intermediaries  are  trying  to  do  it.  We 
are  constantly  intensifying  the  guidelines,  and  I 
think  it  is  a  role  in  which  the  State  agencies  are 
going  to  have  to  play  an  ever-increasing  part. 

UTILIZATION  REVIEW 

We  started  out  with  some  ambivalence  about 
just  whose  job  it  was  to  see  that  meaningful  UR 
was  going  on  in  the  institutions.  Originally,  the 
State  agencies  were  to  determine  that  there  was  a 
mechanism  and  so  certify.  Then  in  the  course  of 
the  claims  process,  the  intermediaries  were  to 
determine  whether  or  not  that  mechanism  was 
actually  working  and  report  to  the  State 
agencies;  and  there  would  be  this  kind  of  a  joint 
and  cooperative  effort.  One  thing  is  certainly 
emerging  as  a  truth,  and  that  is  that  you  cannot 
make  these  determinations  from  a  claims  process. 
You  cannot  look  at  a  bill  and  determine  whether 
or  not  the  actual  services  being  rendered  are 
either  medically  necessary  or  are  covered 
services.  And  so  we  are  increasing  our  efforts  to 
get  people  into  the  provider  atmosphere  itself  to 
take  a  look  at  basic  records.  I  think  it  is  inevit- 
able that  we  are  going  to  be  asking  State  agen- 
cies more  and  more  to  take  a  continuing  ongoing 
look  at  this  basic  type  of  determination. 
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PHYSICIANS'  FEES 

We  are  now  operating  under  directives  and 
have  told  the  carriers  to  operate  under  directives, 
which  maintain  program  recognition  of 
physicians'  charges  at  the  levels  that  prevailed  in 
January  of  this  year.  We  have  said  that  only  in 
those  instances  where  equity  on  behalf  of  both 
the  individual  physician  and,  perhaps  more 
significantly,  the  beneficiaries  requires  an 
adjustment,  would  any  change  in  customary 
charges  be  recognized,  and  not  as  a  more  or  less 
automatic  byproduct  of  the  claims  process.  As 
far  as  the  prevailing  charges  in  the  community, 
only  again  where  equity  demands  and  where  the 
Social  Security  Administration  makes  a  finding 
that  a  change  is  required,  will  there  be  any 
adjustment. 

I  think  the  whole  concept  of  usual  and 
customary  prevailing  fees  is  on  trial.  A  trial  not 
only  in  the  Medicare  program,  but  in  the 
private  sector.  And  in  the  next  year  or  18 
months,  I  think  we  will  be  making  decisions 
about  whether  or  not  that  kind  of  a  concept  is 
viable,  is  responsible,  and  can  over  a  long  pull 
prevail  as  the  methodology  of  financing  physician 
services.  I  hope  it  works,  and  I  think  there  are 
reasons  to  feel  that  it  will  work.  And  I  think  it  is 
going  to  take  a  great  deal  more  restraint  on  the 
part  of  the  medical  profession,  and  a  great  deal 
more  uniformity  among  the  carriers  of  the 
nation  in  making  determinations  than  has 
characterized  the  program  to  date.  People  are 
always  asking  when  we  will  go  to  a  fee  schedule. 
I  hope  we  do  not  have  to.  I  think  it  would  be  an 
admission  of  failure  on  the  part  of  the  medical 
community  and  on  the  part  of  the  program  if  we 
do. 

ELIMINATION  OF  THE  ALLOWANCE 
FOR  UNIDENTIFIED  COSTS 

I  suppose  in  the  last  2  weeks  nothing  has  been 
quite  as  big  a  bombshell  as  the  decision  to 
eliminate  the  2%  allowance  for  not-for-profit 
institutions  for  costs  not  otherwise  specifically 
recognized,  and  the  lJ/2%  allowance  for 
proprietary  institutions.  Here  again,  I  think  we 
had  a  facet  of  the  program  which  stuck  out  like 
a  sore  thumb.  Anytime  you  apply  a  flat 
percentage  factor  to  operating  expense  and 
make  it  applicable  right  across  the  board  to  all 
institutions,    big    and    small,    teaching,  non- 


teaching,  urban  and  rural,  without  regard  to 
whether  or  not  they  have  any  real  demand  for 
expansion  and  improvement  of  services,  or  for 
additional  capital  investment,  it  just  sticks  out 
there,  waiting  for  somebody  to  slice  it  off — and 
it  got  sliced  off.  The  hospital  field  reacted 
strongly,  but  I  really  and  sincerely  believe  that 
out  of  this  decision  will  emerge  a  much  stronger 
and  better,  a  more  rational  and  defensible  type 
of  reimbursement  than  existed.  When 
Medicare  started,  cost-finding  in  institutions 
was  far  from  an  exact  science,  and  there  was  a 
necessity  for  some  recognition  of  these 
unidentified  and  unidentifiable  costs.  But  over 
the  long  pull,  you  cannot  keep  on  applying  a 
percentage  factor  to  an  ever-increasing  cost,  and 
coming  up  with  a  dollar  payment  that  really  is 
not  related  to  the  very  basic  thing  which  you 
used  as  a  rationale  for  determination.  So  this  is  a 
major  change  in  the  program.  The  Secretary  has 
now  directed  us  to  meet  with  the  American 
Hospital  Association,  the  American  Nursing 
Home  Association,  and  other  interested  parties  to 
explore  fully  and  develop  mechanisms  by  which 
we  can  identify  all  true  costs  involved  in 
providing  services,  and  make  provision  for  their 
coverage.  It  is  not  going  to  be  easy  to  do,  but 
we  are  actively  engaged  in  it  and  something 
inevitably  will  emerge. 

PERFORMANCE  OF  INTERMEDIARIES 
AND  CARRIERS 

Let's  talk  a  little  bit  about  the  other  parties  to 
this  vast  undertaking,  the  intermediaries  and 
carriers.  Almost  3  years  have  gone  by  now,  and  I 
think  we  feel,  and  I  think  they  feel  too,  that  the 
time  has  come  for  a  much  greater  degree  of 
uniformity  in  the  administration  of  the  claims 
process,  and  in  the  determinations  that  they're 
making.  The  facts  are  that  many  carriers  were 
not  equipped  to  administer  this  usual  and 
customary  fee  schedule  concept,  to  make  all  of 
the  determinations  of  whether  or  not  services 
were  fully  covered,  nor  equipped  to  recognize  the 
change  in  the  pattern  of  charging  for  medical 
services,  which  Medicare  seemed  to  engender.  I 
can  tell  you  now  that  for  the  most  part,  the 
carriers  and  the  intermediaries  in  the  country 
have  been  successful  in  establishing  workable 
mechanisms  for  getting  the  paper  processed  and 
paid.  We  have  some  weak  spots  still  which  are 
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largely  engendered  by  computer  problems,  but  in 
most  cases  the  paper  is  flowing  well;  I  am  sure 
many  of  you  can  remember  when  that  wasn't  the 
case.  However,  we  still  need  to  strengthen  the 
qualitative  aspect  of  the  claims  process. 

HIBAC  RECOMMENDATIONS 

I  think  you  will  be  interested  in  the  first 
annual  report  to  the  Congress  prepared  by  the 
Health  Insurance  Benefits  Advisory  Council 
which  should  be  publicly  available  very  shortly. 
The  report  has  been  forwarded  to  the  Secretary; 
under  the  terms  of  the  statute,  he  in  turn  must 
forward  it  to  the  Congress. 

HIBAC  has,  of  course,  played  a  very 
significant  role  in  the  development  of  policy  for 
Medicare  from  its  very  inception,  and  continues 
to  do  so.  Two  or  three  principal  areas  in  the 
program  are  in  the  report.  One  is  a  strong 
recommendation  that  the  Secretary  should,  in 
consultation  with  appropriate  professional 
groups,  be  authorized  to  set  standards  of 
eligibility  for  the  rendering  of  various  types  of 
medical  service  by  physicians  under  the 
Medicare  program.  Another  is  that  the  Secretary 
submit  legislative  proposals  to  enable  the 
program  to  discontinue  reimbursement  for 
services  of  a  physician  or  a  supplier  found  guilty 
of  program  abuse.  Another  significant 
recommendation  is  that  the  Secretary  be 
authorized  to  take  interim  looks  between  Joint 
Commission  accreditations  to  determine  whether 
or  not  an  institution  actually  still  is  in 
conformity  with  Joint  Commission  standards. 
One  of  the  problems  the  Joint  Commission  has 
had  through  the  years  is  the  fact  that  it  only  gets 
around  about  every  3  years;  even  then,  because 
of  staffing  problems  and  other  things,  there  has 
been  some  feeling  that  maybe  these  visits  were 
not  enough.  HIBAC  is  recommending  that  the 
Secretary  be  authorized  to  look  beyond,  or  at 
least  not  be  limited  by  the  mere  fact  that  an 
institution  is  accredited,  as  he  is  under  the 
present  law.  If  these  recommendations  are 
accepted  by  the  Congress,  they  will  involve 
additional  activity  and  surveillance  on  your  part. 


RESPONSIBILITIES  OF  MEDICARE 

The  one  thing  that  is  true  of  this  program, 
and  I  am  tremendously  aware  of  it  as  the  days 
go  by,  is  that  people  expect  an  awful  lot  of 
Medicare.  We  talk  about  it  as  being  just  another 
third  party  payer,  just  an  insurance  program,  but 
that  is  a  ridiculous  position  to  take.  We  have  a 
lot  more  responsibility  than  that.  Dr.  John 
Cashman  wants  us  to  improve  health  services  in 
this  nation  through  the  program.  He  has  every 
right  to  want  that,  and  it  is  our  responsibility  to 
do  it.  People  who  are  concerned  about  civil 
rights  want  us  to  make  sure  that  all  of  the 
problems  inherent  in  that  situation  in  the  South 
will  be  cured  by  Medicare.  You  can  say  that  is 
an  awful  lot  to  ask  of  us;  but  they  do  ask  it,  and 
it  becomes  our  responsibility  to  do  it.  In  just 
about  every  phase  and  facet  of  the  health  system 
of  the  nation,  people  are  looking  to  Medicare  as 
a  responsible  party  to  bring  about  improvements. 
Sometimes  frankly  we  wish  we  did  not  have  all 
of  that — but  it  is  there,  and  we  cannot  avoid  the 
responsibilities  thrust  upon  a  major  payment 
program. 

THE  PLUS  SIDE 

I  am  afraid  I  have  done  nothing  but  talk 
about  problems.  In  the  final  analysis,  an  awful 
lot  of  good  things  are  going  on.  The  program 
was  designed  to  remove  financial  barriers 
characteristic  of  the  aged,  for  a  broad  scope  of 
health  benefits.  In  this  I  think  we  have  been 
eminently  successful.  Our  problems  are  the 
problems  of  growth,  of  public  concern,  of  the 
program  coming  along  at  a  time  when  costs  are 
accelerating  at  a  really  frightful  rate,  and  of  the 
public  concept  that  we  should  be  on  top  of  every 
single  situation  in  the  nation.  We  are  largely  on 
top,  and  I  can  say  that  it  is  due,  for  the  most 
part,  to  your  activities.  We  welcome  your 
cooperation  and  your  participation;  we  are 
terribly  grateful  to  you ;  and  we  hope  that  in  the 
months  and  years  ahead,  the  program  will  be- 
come even  more  meaningful  and  positive,  and 
that  your  role  will  be  greatly  enhanced. 
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MEDICARE  AND  COMPREHENSIVE  HEALTH  PLANNING 


Excerpted  Comments  given  by  Dr.  John  W.  Cashman,  Assistant  Surgeon  General 
(Director,  Community  Health  Service)  at  the  Baltimore  and  San  Antonio 
Conference  for  State  Agencies. 

These  comments  are  based  upon  a  speech  entitled  "Partnership  for  Health  and 
Medicare:  Interplay  Between  Two  National  Programs"  presented  before  the 
Missouri  Hospital  Association,  St.  Louis,  Missouri  November  14,  1968,  by 
Dr.  Cashman. 


Health  programs,  including  Federal  health 
programs,  must  be  viewed  in  relation  to  each 
other  and  made  supportive  of  each  other.  Today, 
in  discussing  Medicare  and  Partnership  for 
Health  I  will  use  them  to  illustrate  one  possible 
partnership  between  two  health  programs  and 
between  interested  health  parties.  These  are  only 
two  of  many  programs  which  must  be 
interrelated.  They  must  take  their  place  along 
with  Medicaid,  Regional  Medical  Programs,  the 
Hill-Burton  and  mental  health  authorities,  to 
mention  only  a  few. 

The  interrelationship  is  not  and  cannot  be 
total.  Comprehensive  Health  Planning  must  be 
concerned  with  many  problems  not  immediately 
associated  with  Medicare.  Health  problems  of 
the  poor  is  a  prime  example.  So  today  I  am  not 
considering  the  total  scope  and  ramifications  of 
both  programs.  Instead,  I  am  focussing  down  on 
potential  relationships  between  them. 

CURRENT  SEPARATION  OF  PROGRAMS 

At  present,  the  two  programs  tend  toward 
splendid  isolation,  a  fact  which  is  not  surprising. 
The  two  programs  were  conceived  in  response 
to  different  problems.  They  interested  and 
involved  different  groups  during  the  course  of 
their  legislative  development  and  implementation. 

Different  Problems 

The  differences  are  readily  apparent. 
Medicare  grew  out  of  the  need  to  find  better 


mechanisms  to  assist  the  aged  in  financing  their 
health  care  costs.  The  Partnership  for  Health 
Legislation  came  up  through  another  route.  The 
initial  agitation  for  the  legislation  came  princi- 
pally from  State  health  departments.  They  were 
tired  of  the  frustrations  caused  by  multiple,  rigid 
formula  grant  programs.  So  they  set  about  to 
revise  one  of  the  basic  laws  governing  the  activi- 
ties of  the  Public  Health  Service.  The  law  and  its 
regulations  blended  three  separate  and  distinct 
interests :  planning  to  lay  visible  the  health  prob- 
lems of  the  nation ;  a  partnership  to  work  on  the 
problems;  and  some  financial  wherewithal,  a 
goodly  portion  of  which  is  allocated  to  State 
health  and  mental  health  departments,  to  help 
set  about  the  job  of  reducing  the  identified  health 
problems. 

Different  Persons  Involved 

The  early  development  of  each  program 
encouraged  different  people  to  be  involved  in  the 
implementation.  To  some  extent,  this  fact  is 
logical.  Medicare  has  involved  an  unprecedented 
number  of  agencies,  institutions,  associations  and 
personnel  in  its  operations.  At  least  during  the 
early  stages,  the  Partnership  for  Health  program 
is  involving  a  lesser  number  and  variety  of  people 
than  Medicare,  most  of  whom  are  in  govern- 
mental positions  or  with  areawide  hospital  or 
health  or  welfare  councils. 

Even  where  one  agency  is  involved  in  both 
programs,  different  people  are  active.  For 
example,  many  State  health  departments  have 
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responsibilities  in  connection  with  both 
programs;  but  most  frequently  one  group  in  the 
department  carries  out  Medicare  certification 
activities,  another  works  in  the  area  of  health 
planning,  and  too  rarely  do  the  two  groups  get 
together. 

A  second  fact  of  life  is  the  tendency  to  en- 
courage each  program  to  develop  a  momentum 
of  its  own;  in  short,  to  consider  each  program 
as  a  separate  entity. 

FACTORS  PRECLUDING  PROGRAM 
ISOLATION 

This  tendency  toward  program  isolation  may 
be  tempting,  but  in  the  long  run  it  will  not 
prevail.  Too  many  factors  are  at  work  which  will 
discourage  if  not  preclude  it. 

Shared  Philosophical  Program  Base 

One  compelling  factor  is  the  compatible 
conceptual  bases  of  the  two  programs.  Each,  in 
its  own  way,  emphasizes  the  importance  of 
comprehensive  health  services. 

Admittedly,  the  term  "comprehensive  health" 
is  subject  to  many  definitions.  Within  the  context 
of  this  legislation,  however,  the  term 
unquestionably  is  used  to  embrace  both 
environmental  and  personal  health  needs.  The 
latter  connotation  relates  to  the  resources 
required  to  meet  these  individual  needs,  such  as 
hospitals,  extended  care  facilities,  home  health 
agencies,  laboratories,  personnel,  and  so  forth. 
Obviously  these  are  all  resources  which  must  be 
available  if  Medicare  benefits  are  to  be  more 
than  a  paper  promise. 

Medicare's  interest  in  comprehensive  health 
stems  as  much  from  economic  and  political  con- 
cerns as  from  philosophical  convictions.  Insuring 
only  hospital  care  easily  could  lead  to  heavy 
reliance  on  hospitals  as  a  dominant  location  in 
which  to  care  for  the  aged. 

Acknowledging  this,  the  designers  of  Medicare 
rapidly  accepted  the  idea  of  including  post- 
hospital  extended  care  and  home  health  services 
as  benefits.  Then,  in  the  political  climate  of  the 
time,  the  argument  about  the  cost  of  physicians' 
services  quickly  led  to  the  addition  of  Part  B 
benefits.  Influential  as  these  political  and 
economic  arguments  were,  the  expansion  of 
benefits  would  not  have  occurred  if  it  had  been 
contrary  to  the  philosophical  bent  of  the 
program's  supporters. 


So,  in  a  very  real  sense,  Medicare  is  the 
practical  application  of  the  call  issued  in  the 
Preamble  to  the  Partnership  for  Health  Act. 
From  the  individual's  point  of  view,  Medicare 
excludes  preventive  care  and  some  diagnositic 
services;  but  it  provides  other  diagnostic  as  well 
as  therapeutic  and  rehabilitative  opportunities. 
Further,  through  various  administrative  devices, 
it  encourages  the  provision  of  these  services  in 
the  most  appropriate  setting.  This  then  moves 
into  the  arena  of  availability  and  interrelation- 
ships between  resources  which,  in  turn,  is  a  con- 
cern of  Comprehensive  Health  Planning. 

Programs  Cannot  Realize 
Full  Potential  Independently 

By  sharing  interests  and  problems,  the  two 
programs  can  gravitate  naturally  toward  each 
other.  Shoving  them  together  more  rapidly 
and  emphatically  will  be  the  fact  that  neither 
program  can  reach  its  full  potential 
independently. 

Medicare  is  basically  an  action-oriented 
program.  Herein  lies  its  strengths  and  weak- 
nesses. Building  on  patterns  established  by 
voluntary  insurance,  it  set  out  and  succeeded  in 
covering  selected  health  care  costs  for  selected 
groups  of  people.  It  never  was  intended, 
however,  that  the  program  should  serve  simply 
as  a  collection  and  redistribution  mechanism  or 
that  the  program  should  maintain  a  neutral  role 
in  the  health  field.  From  the  beginning,  through 
Congressional  sanction  of  standards,  it  began 
influencing  quality  of  care.  In  addition  to 
causing  positive  changes,  it  has  highlighted 
problem  areas.  These  are  manifold :  the  power  of 
a  financing  program  to  aggravate  personnel 
shortages;  its  potential  for  disrupting  organi- 
zational patterns  even  while  fostering  some 
improvements;  its  uncovering  of  poor  health 
practices;  its  highlighting  the  dilemma  of  quality 
versus  availability  of  health  services;  and  so  on 
through  a  legion  of  difficulties.  Because  it  is  such 
a  massive  and  therefore  influential  financing 
program,  Medicare  has  the  potential  for 
supporting  improvements  in  the  health  scene. 
However,  it  does  not  provide  the  framework 
which  can  encourage  simultaneous  attention  to 
the  interlocking  problems.  This  lack  can  be 
supplied  by  Comprehensive  Health  Planning. 

The  complexity  of  present  health  issues  can 
stymie    efforts.    It    automatically   invites  the 
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collection  and  analysis  of  vast  data,  and  the 
conduct  of  study  after  study.  It  can  lead  to 
members  of  advisory  councils  grappling  at 
meeting  after  meeting  with  seemingly 
unmanageable  problems.  No  one  will  be  satisfied 
unless  the  process  will  lead  to  visible  results. 

Medicare  can  help  Comprehensive  Health 
Planning  avoid  this  pitfall  by  providing  tangible, 
well-defined  problems  for  its  attention. 

National  Concerns  will  Force 
Cooperative  Activity 

The  union  of  theoretical  and  practical  can  be 
beneficial  to  both  programs.  The  cooperative 
approach  will  be  given  a  strong  incentive  by 
nationwide  concerns  which  refuse  to  be  quieted 
or  ignored  any  longer.  A  headliner  issue  of  the 
last  several  years  is  the  topic  of  rising  health  care 
costs.  Even  though  the  prediction  of  $100  per 
diem  costs  has  become  commonplace,  it  still 
cannot  be  heard  with  complacence. 

In  the  past,  the  impact  of  costs  hit  the 
population  in  a  scattered  fashion.'  Some  patients 
felt  it  when  they  were  discharged  from  the 
hospital;  management  and  labor  experienced  it 
during  a  collective  bargaining  session ;  Blue  Cross 
when  it  went  before  the  Insurance  Commissioner 
to  request  a  rate  increase;  and  hospitals  when 
they  heard  from  Blue  Cross. 

This  diffusion  of  impact  is  a  phenomenon  of 
the  past,  however.  Medicare  changed  this.  It  is 
the  largest  payment  program  in  the  country. 
When  it  is  affected  by  rising  costs,  government 
officials  must  take  cognizance  of  the  fact.  When 
the  Secretary  of  Health,  Education,  and  Welfare 
must  announce  an  increase  in  the  amount  of  the 
deductible,  as  he  is  required  to  do  by  law,  then 
aged  citizens,  hospitals  and  many  others  soon 
feel  that  impact. 

AREAS  OF  MUTUAL  PROGRAM 
INTEREST  AND  SUPPORT 

Circumstances  and  a  natural  compatibility 
urge  an  active  relationship  between  the  two 
programs.  Medicare  can  provide  some  problems 
for  attention.  Comprehensive  Health  Planning 
provides  the  environment  for  wrestling  with 
them.  Then  Medicare,  again  taking  its  turn,  can 
provide  some  tools  and  information  to  give  teeth 
to  the  planning  process. 

It  is  one  thing  to  say  that  refined  measures  for 
determining   facility   requirements    are  badly 


needed.  It  is  another  thing  to  acquire  the  data 
and  techniques  to  achieve  this.  Medicare  pro- 
vides a  good  bank  of  data  which  can  be  used  to 
portray  a  profile  of  health  facilities  in  a 
community  and  to  look  at  their  interrelation- 
ships. Hospitals  can  add  to  this  still-life 
portrait.  Their  utilization  review  committees 
are  noting  people  who  do  not  need  to  be  in 
hospitals,  but  cannot  be  discharged  because  there 
is  no  adequate  way  to  continue  their  care.  As 
these  cases  add  up,  they  suggest  the  need  for 
out-of-hospital  services.  These  data  will  not 
provide  a  scientific  basic  for  planning,  but  they 
offer  a  practical  beginning  and  should  be 
brought  to  the  attention  of  State  and  areawide 
planning  agencies. 

Medicare  and  Partnership  for  Health  can 
underscore  and  push  comprehensive  health  and 
progressive  patient  care;  they  can  build 
administrative  mechanisms  into  their  programs 
to  encourage  adoption  of  the  concepts;  but,  in 
the  final  analysis,  patients,  doctors,  and  hospitals 
have  to  turn  the  concepts  into  established 
practice. 

Hospitals  can  demonstrate  their  acceptance  of 
these  concepts — and  they  will  become  the 
prevailing  ideas — in  a  number  of  ways.  For 
example,  hospitals  can  seriously  consider 
introducing  extended  care  and  home  health 
services.  There  is  some  movement  in  this 
direction.  Approximately  650  hospitals  have 
extended  care  units,  providing  a  little  less  than 
15%  of  the  beds.  Some  160  have  home  health 
programs. 

As  an  alternative  to  assuming  responsibility  for 
directly  providing  a  range  of  services,  hospitals 
can  work  actively  with  other  resources  in  the 
community.  No  record  exists  to  show  what 
really  is  being  done  in  this  way,  but  there  are 
plenty  of  opportunities  for  cooperation.  One  is 
provided  by  the  transfer  agreements  between 
hospitals  and  extended  care  facilities.  There  is 
nothing  to  keep  hospitals  from  taking  the 
initiative,  however,  and  using  this  admittedly 
minimal  requirement  as  a  foundation  for 
encouraging  a  pattern  of  cooperative  efforts. 

The  question  of  what  services  are  needed  may 
well  be  the  most  absorbing  one  in  the  immediate 
future,  but  it  would  be  foolhardy  not  to  consider 
the  quality  of  these  services  at  the  same  time. 
The  certification  process  of  Medicare  shows  up 
existing  weaknesses.  Hospitals  would  do  well 
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to  urge  that  proposals  for  overcoming 
deficiencies  be  built  into  the  State  planning 
agency's  recommendations.  Also  they  might  well 
encourage  State  health  departments  to  arrange, 
sponsor  and  fund  out  of  formula  grant  monies 
supportive  activities  which  cannot  be  financed 
through  Medicare.  There  are  many  such 
activities  already  underway:  training  programs 
to  upgrade  skills  of  personnel,  to  make  specialists 
available  for  consultation,  to  encourage  shared 
use  of  scarce  personnel.  These  are  activities 
beneficial  to  the  public's  health  and  quite  appro- 
priately a  concern  of  State  health  departments. 

FORM  AND  EFFECT  OF  PROGRAM 
INTERRELATIONSHIPS 

The  question  of  availability  and  quality  of 
services  is  cited  to  illustrate  common  interests 
and  areas  of  interplay  between  hospitals, 
Partnership  for  Health,  and  Medicare.  Receiving 
increasing  attention  is  how  formal  the  link 
between  the  two  Federal  programs  should  be  and 
what  effect  this  will  have  upon  hospitals. 

Form  of  Relationship 

The  link  can  be  tangential,  with  Medicare 
simply  offering  a  topic  for  consideration  by 
Comprehensive  Health  Planning.  The 
interweaving  can  occur  on  an  informal  basis, 
with  persons  intimately  involved  in  Medicare 
serving  on  advisory  councils  to  State  and  area- 
wide  planning  agencies. 

There  is  some  suggestion  that  the  links  might 
well  be  consitituted  on  a  more  formal  basis.  One 
suggestion  that  has  found  its  way  into  print 1  is 
that  Medicare  Conditions  of  Participation  be 
expanded  to  include  a  requirement  with  respect 
to  planning. 


1  Somers,  Anne  R.  "Medicare:  Way  to  Make  Planning 
Effective."  The  Modern  Hospital  108:101,  June  1967. 


The  subject  of  capital  expenditures  is  seen  as  a 
link.  It  was  proposed,  as  part  of  the  1967  social 
security  legislation,  that  when  institutions 
participating  in  Medicare  make  substantial 
capital  expenditures  that  are  not  in  accordance 
with  Statewide  health  plans,  the  Department  of 
Health,  Education,  and  Welfare  would  have 
authority  to  reduce  the  reimbursement  to  the 
institutions  or  to  terminate  their  participation  in 
the  program.  While  this  idea  was  adopted  by  the 
Senate,  it  was  dropped  in  conference.  That 
proposal  would  have  been  the  tightest  link 
between  the  programs.  It  built  on  the 
amendment  to  Comprehensive  Health  Planning, 
enacted  in  1967,  which  requires  State 
planning  agencies  to  assist  each  health  care 
facility  to  develop  a  program  for  capital 
expenditures  which  is  consistent  with  an  overall 
State  plan. 

Some  form  of  program  interrelationship  has  to 
come  simply  because  planning,  services,  and 
financing  cannot  be  carried  out  separately.  This 
will  have  an  effect. 

Our  focus  of  attention  must  be  to  stop 
thinking  in  terms  of  facilities  and  concentrate 
instead  on  patient  needs  and  services.  Then 
problems  fall  into  their  proper  place.  A  patient 
does  not  need  hospital  care  alone,  he  needs  a 
spectrum  of  services.  Most  hospitals  now  cannot 
meet  the  total  needs  of  the  patient,  they  already 
depend  upon  others.  Community  health  systems 
already  exist ;  what  is  important  is  to  make  them 
effective.  Independent  and  isolated  efforts  no 
longer  can  be  effective.  Substituted  must  be  co- 
ordinated effort. 

Finally,  it  helps  to  remember  the  basic  purpose 
behind  all  health  programs.  They  are  only 
intended  to  help  achieve  better  health  and  better 
health  care.  There  can  be  no  quarrel  with  the 
desired  end.  This  provides  incentive  for  making 
the  programs  perform  well. 
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IMPROVING  OUR  SURVEY  CAPABILITIES 


Address  by  Morris  B.  Levy,  Assistant  Bureau  Director,  BHI, 
at  the  Baltimore  Conference 


As  I  stand  here  this  morning,  May  19,  1969,  I 
cannot  help  but  recall  that  3  years  ago  at  this 
time  the  prevailing  mood  was  hardly  what  you 
would  call  unruffled.  We  in  Baltimore  were 
watching  July  1  approach  with  a  growing  sense 
of  awe  and  humility,  and  the  State  and  Federal 
people  alike  were  straining  their  resources  to  the 
limit  to  complete  the  initial  certification  of 
hospitals.  I  am  sure  you  recall  as  clearly  as  I  how 
hectic  those  days  were.  Your  surveyors  were 
working  with  providers  that  did  not  fully 
understand  the  mechanics  of  utilization  review 
plans,  bylaws,  and  other  rules  of  the  game.  The 
deadlines  were  tight  and  we  in  the  Federal 
establishment  were  obliged  to  handle  many  of 
your  questions  and  problems  on  an  ad  hoc  basis, 
which  did  not  exactly  make  your  jobs  easier. 
However,  the  challenge  in  1966  was  to  get  a 
program  started,  and  your  success  in 
accomplishing  the  massive  certification  job  and 
finding  ways  to  help  the  providers  upgrade  their 
services  certainly  contributed  significantly  in 
meeting  that  challenge. 

I  suppose  that  many  providers  may  have 
gained  the  impression  from  some  of  the  initial 
surveys  and  evolving  certification  guidelines  that 
Medicare  approval  was  pretty  much  of  a  pro- 
forma  activity.  It  would  have  been  easy 
to  slip  into  such  a  pattern;  but  the 
indepth  surveys  which  came  later,  and  your 
followup  activities  on  the  correction  of 
deficiencies,  have  helped  to  dispel  this 
impression.  Unlike  1966,  we  now  speak  with  the 
benefit  of  experience,  and  I  think  it  is  correct  to 
say  that  the  Medicare  provider  certification 
process,  thanks  to  the  efforts  of  the  State  agency 


Medicare  units,  has  had  a  very  favorable  impact 
on  upgrading  the  quality  of  provider  services 
rendered  in  the  country  today.  And  as  a  result  of 
this  effort,  there  has  been  a  definite  overall 
improvement  in  the  quality  of  hospital,  ECF, 
HHA,  and  independent  laboratory  services 
furnished  all  of  the  people,  not  just  the  Medicare 
population. 

Now  we  are  in  the  midst  of  an  ongoing 
approval  program,  and  such  a  program  can 
never  afford  the  luxury  of  the  status  quo.  As  we 
look  toward  the  immediate  future,  I  am 
convinced  we  must  continue  to  find  new  and 
better  ways  to  apply  the  standards  of 
participation.  In  the  last  year  or  two,  your 
surveyors  and  unit  supervisors  were  not 
prepared  to  accept  the  kind  of  situations  we 
accepted  in  1966,  and  I  believe  this  must 
continue  to  be  true  if  we  are  to  keep  making 
progress  in  working  toward  full  compliance  with 
the  Medicare  conditions. 

At  the  outset  of  the  program,  there  were  sev- 
eral factors  which  argued  for  a  reasonable  and 
flexible  certification  policy.  We  wanted  some  as- 
surance, for  example,  that  the  program  would 
have  enough  certified  providers  to  make  Medi- 
care benefits  a  reality.  In  addition,  some  of  the 
standards  were  new  to  providers  and  they  asked 
for  time  to  recruit  needed  staff  and  overcome  cer- 
tain deficiencies  which  take  time  to  correct.  These 
were  reasonable  requests,  and  I  think  on  the 
whole  we  have  adequately  recognized  and  made 
allowance  for  the  special  problems  faced  by 
many  providers.  With  the  passage  of  time, 
some  of  the  arguments  which  had  merit 
in   1966  are  no  longer  applicable  today.  // 
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we  do  not  succeed  in  constantly  improving  our 
survey  capabilities,  then  some  providers  will 
begin  to  view  the  certification  process  as  a 
recurring  routine  to  be  suffered  through  but  not 
as  a  stimulating  force.  This  is  something  we 
occasionally  notice  in  reviewing  recertifications 
where  we  see  deficiencies  identified  in  the  spring 
of  1966  still  present  despite  repeated  and 
somewhat  bland  assurances  by  the  provider  that 
they  will  be  corrected.  By  constantly  monitoring 
a  provider's  performance  with  respect  to  the 
1966-1967  time  frame,  the  surveyor  can  evaluate 
the  provider's  response  to  deficiency  notices  and 
the  adequacy  of  consultation,  as  well  as  the 
provider's  will  or  ability  to  take  appropriate 
action. 

UTILIZATION  REVIEW 

A  case  in  point  is  certainly  utilization  review. 
The  program  has  come  a  long  way  from  its 
initial  acceptance  of  a  brief  written  plan,  but  we 
still  have  a  long  way  to  go  before  utilization 
review  generally  realizes  its  full  potential  as  an 
effective  mechanism  of  peer  review.  State 
agencies  have  progressed  from  the  review  of  a 
written  plan  to  the  evaluation  of  the  composition 
of  the  actual  committee,  to  the  review  of 
frequency  of  meetings,  to  the  review  of 
committee  minutes.  From  here  we  need  to 
improve  our  capabilities  for  measuring  the  actual 
effect  of  utilization  committee  reviews  on  the 
number  and  quality  of  services  the  patients  re- 
ceive. I  do  not  mean  in  any  way  to  minimize  the 
difficulty  of  doing  this  kind  of  job,  but  utilization 
review  appraisal  is  a  good  example  to  prove  the 
fact  that  the  easy  checks  are  behind  us  and  the 
tougher  evaluations  are  the  ones  for  which  we 
need  better  training  and  preparation. 

In  our  appraisals  of  utilization  review  activity, 
I  feel  we  need  to  ask  the  following  questions: 

( 1 )  In  what  proportion  of  cases  reviewed 
has  a  question  been  raised  by  the 
committee  as  to  length  of  stay,  need 
for  admission,  or  services  provided? 
And  what  were  the  results  of  this 
questioning? 

(2)  Have  poor  patterns  of  care  been  iden- 
tified by  the  committee  or  by  the  pro- 
vider as  a  result  of  the  utilization  review 
activity,  and  have  actions  been  taken 
to  improve  upon  the  way  care  is  de- 
livered in  the  facility? 


( 3 )  What  communications  or  recommenda- 
tions have  flowed  from  the  committee 
to  the  medical  staff  or  administrator  as 
an  outgrowth  of  the  operations  of  the 
utilization  review  committee? 

Negative  findings  on  any  of  these  points  are  a 
possible  indication  that  the  review  activity  is 
essentially  a  rubber  stamp  operation  and  is  not 
accomplishing  the  objective  of  an  independent 
peer  review  mechanism. 

ADDING  STATURE  TO  THE  SURVEY 
AND  CERTIFICATION  FUNCTION 

As  administrators  responsible  for  one  or  more 
provider  approval  programs,  you  are  only  too 
well  aware  of  the  difficulties  and  frustrations 
involved  in  recruiting  and  retaining  qualified 
surveyors  and  other  staff  personnel.  The  Public 
Health  Service  is  pursuing  a  number  of  projects 
which  we  expect  will  assist  you  in  lending 
additional  prestige  to  the  surveyor  job  and  result 
in  a  generally  improved  survey  capability.  We 
are  working  closely  with  them  on  plans  for 
additional  surveyor  training  and  on  longer  range 
plans  for  giving  special  approval  and  recogni- 
tion to  qualified  surveyors.  Surveying  health 
facilities  for  compliance  with  various  programs 
is  truly  a  professional  career,  and  one  that  re- 
quires thorough  training,  mature  judgment,  and 
a  sense  of  dedication  and  purpose.  The  proposed 
association  of  State  licensure  and  Medicare  cer- 
tification supervisors  as  an  auxiliary  of  ASTHO 
is  also  a  desirable  step  to  provide  a  means  of 
adding  stature  to  the  certification  function  and 
enhancing  the  scope  of  your  responsibilities  in 
this  area.  A  constitution  for  this  group  is  being 
written  and  will  be  submitted  to  potential 
membership  this  year. 

EVALUATING  PROVIDER  PERFOMANCE 

Traditionally,  we  have  reviewed  numbers  and 
qualifications  of  staff  personnel  in  determining 
whether  a  provider  is  equipped  to  carry  out 
effectively  a  particular  function.  These  are 
essential  components  of  our  standards  and, 
together  with  an  examination  of  a  department's 
organization  and  patient  care  policies,  will 
generally  give  us  a  pretty  good  picture  of  the 
operation.  However,  there  are  cases  where 
adequate  staffing  and  acceptable  policies  do  not 
necessarily  add  up  to  good  patient  care,  and  we 
need  to  explore  ways  in  which  we  can  more 
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effectively  utilize  the  information  in  the 
provider's  patient  records  to  help  give  us  a 
complete  picture  of  actual  performance. 

We  have  had  a  number  of  unfortunate 
situations  which  illustrate  very  clearly  how 
important  it  is  to  evaluate  actual  patient  care  in 
addition  to  an  examination  of  staffing  patterns 
and  written  policies.  In  several  problem 
situations,  repeated  surveys  of  the  provider 
revealed  no  significant  deficiencies.  The  staffing 
was  adequate,  the  organizational  structure 
(including  minutes)  was  excellent,  and  the 
physical  environment  met  all  requirements;  but 
despite  it  all,  we  subsequently  learned  that  the 
provider  was  not  motivated  to  render  proper  and 
necessary  care,  or  was  not  making  adequate  use 
of  his  resources  to  provide  quality  care. 

One  of  the  discussion  topics  at  this  conference 
is  the  subject  of  survey  programs,  and  I  hope 
that  in  the  next  couple  of  years  we  can  really 
come  up  with  some  new  concepts  in  techniques  of 
surveying.  Having  a  particular  shift  supervised 
by  a  nurse  who  is  qualified  under  the  Medicare 
standards  is  very  important,  but  it  is  not  good 
enough  if  she  rarely  leaves  the  nurses'  station  to 
observe  patients,  or  fails  to  adequately  supervise 
the  activities  of  lesser  trained  personnel  who 
regularly  render  services  to  the  patients.  A 
provider's  patient  care  policies  may  specify  very 
clearly  that  physician  orders  for  medications  are 
accepted  only  by  trained  personnel,  that 
medication  orders  are  regularly  reviewed  and  so 
on,  and  the  administrator  may  honestly  be 
under  the  impression  that  these  policies  are  being 
followed;  but  we  need  to  know  whether  actual 
practice  in  the  facility  conforms  with  its  policies. 
Our  continuing  challenge  is  to  equip  our 
surveyors  and  other  supporting  staff  to  analyze 
more  effectively  nursing  care  and  all  of  the  other 
factors  which  directly  bear  on  quality  of  patient 
care,  such  as  infection  control,  tissue  analysis, 
operating  room  procedures,  restorative  therapy, 
etc.,  and  to  build  in  controls  and  supervision  over 
their  work  which  will  assure  that  this  is  being 
done.  Surveying  is  to  a  considerable  extent 
analysis,  and  when  you  have  an  astute  person 
doing  the  analysis,  one  often  gets  interesting 
results. 

"ACCESS"  CERTIFICATION 

The  concept  of  limited  access  certification  was 
developed  to  give  the  program  an  additional  op- 


tion in  special  situations  where  it  was  appropriate 
and  necessary  to  have  some  flexibility.  Access 
certification  was  never  intended  to  simply  make 
it  possible  for  a  facility  to  qualify  at  a  lower  level 
of  certification;  and  failure  to  be  in  substantial 
compliance  with  the  standards  would  ordinarily 
be  a  basis  for  denial.  This  is  a  useful  option,  but 
it  carries  with  it  a  special  responsibility  to  assure 
that  it  is  employed  only  in  appropriate 
situations;  i.e.,  where  the  best  interests  of  the 
program  would  not  be  served  by  denial.  We  have 
identified  some  cases  in  which  it  appears  that  bed 
availability  and  other  considerations  which 
originally  prompted  the  use  of  this  option,  were 
later  found  to  be  noncompelling.  In  cases  like 
this,  we  need  to  take  the  difficult  step  of 
reappraising  the  continuing  need  for  this 
certification.  It  really  gets  down,  as  I  indicated 
earlier,  to  the  question  of  whether  something 
which  was  quite  valid  in  1966  continues  to  be 
valid  in  1969,  and  whether  as  an  integral  part  of 
each  successive  recertification  we  place  increased 
responsibility  on  the  provider  to  upgrade  his 
facilities  and  level  of  care.  This  is  not  to  suggest 
that  the  access  concept  is  no  longer  valid,  but  we 
do  need  to  step  up  our  efforts  to  bring  these 
facilities  into  compliance  with  the  standards.  It  is 
a  source  of  great  concern  to  us  that  we  have 
more  access  certifications  today  than  we  did  at 
the  outset  of  the  program. 

COORDINATING  MEDICARE  WITH 
HEALTH  PLANNING 

We  have  only  recently  begun  to  appreciate  the 
full  range  of  possibilities  for  coordinating 
Medicare  certification  activities  with  health 
facility  planning  activities  under  the  Hill-Burton 
program  and  the  recent  Comprehensive  Health 
Planning  legislation.  This  too  is  a  discussion  topic 
at  this  conference,  and  it  is  certainly  a  subject 
which  deserves  our  closest  study.  One  of  the 
fastest  ways  to  get  embarrassed  in  this  business  is 
to  find  out  that  you  are  pursuing  a  course  of 
action  which  is  not  consistent  with  the  activities 
of  a  related  program.  More  important  perhaps  is 
the  realization  that  effective  coordination  and 
interplay  can  strengthen  the  activities  of  all 
programs  concerned  with  health  facilities.  That 
is  why  we  in  SSA  have  taken  such  care  to 
coordinate  closely  with  the  title  XIX  people  and 
the  Public  Health  Service. 
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In  administering  a  survey  program,  I  suppose 
it  is  quite  normal  to  view  each  certification  as  a 
separate  and  distinct  action,  and  yet  there  are 
community  and  areawide  implications  in  our 
Medicare  certifications  which  call  for  some  kind 
of  area  planning  analysis.  We  have  been  working 
with  John  Cashman's  staff  on  ideas  for 
promoting  better  interplay  between  Medicare 
certifications  and  planning  objectives,  and  I 
think  you  can  expect  much  closer  coordination 
among  the  regional  people  in  Medicare,  Hill- 
Burton,  Health  Planning,  and  Medicaid.  As  we 
have  done  in  a  couple  of  communities,  we  will 
also  be  inviting  State  hospital  associations  to 
explore  problem  situations  with  us  to  determine 
whether  longer  range  planning  activities  offer 
hope  for  overcoming  persistent  problem 
situations. 

In  a  recent  pamphlet  entitled  "Health 
Planning:  Its  Past  and  Potential,"  Professor  Joel 
May  of  the  University  of  Chicago  had  this  to  say 
about  planning,  and  I  believe  it  to  be  most 
appropriate : 

"Since  1930,  planning  for  optimal 
health  services  has  been  viewed  as  de- 
sirable. First,  interest  on  the  part  of 
knowledgeable  leaders  in  the  health 
field,  later  large  sums  of  money,  and 
now  a  public  mandate  have  been  pro- 
vided in  support  of  the  movement.  Yet 
it  remains  in  its  adolescence.  Whether 
it  matures  into  a  responsible,  creative 
adult,  or  remains  a  groping,  unsure 
teenager,  is  a  function  not  of  the  amount 
of  money  poured  into  it,  or  the  number 
of  words  poured  out  by  the  agencies 
and  others  involved,  but  rather  of  the 
wisdom  and  expertise  brought  to  bear 
on  the  problem  by  the  people  involved, 
and  the  intelligence  and  receptivity  of 
people  whom  the  planning  process 
affects."  1 

PROGRAM  INTEGRITY 

There  is  perhaps  no  single  aspect  of  Medicare 
administration  which  concerns  us  more  today 
than  the  question  of  program  integrity.  While 
the  great  majority  of  the  suppliers  of  health 

1  May,  Joel.  Health  Planning:  Its  Past  and  Potential. 
Health  Administration  Perspectives  Number  A5.  Center 
for  Health  Administration  Studies,  Graduate  School  of 
Business,  University  of  Chicago,  1967,  page  52. 


services  are  committed  to  ethical  practices,  we 
continue  to  be  plagued  by  a  small  percentage  of 
suppliers  that  seek  illegitimate  financial  gains 
from  the  program.  We  need  to  assure  that  all  of 
our  people  are  motivated  by  the  goals  of  the 
program,  and  have  developed  a  sense  of 
awareness  which  will  help  them  to  identify 
situations  where  it  appears  that  unnecessary 
services  are  being  rendered  for  financial  gain. 
Nothing  can  so  quickly  impair  the  confidence  of 
the  public  in  our  administration  of  the  program 
than  revelations  of  unwarranted  financial  gains 
and  program  abuses,  and  I  urge  you  to  make  full 
use  of  specialist  professional  personnel  in  being 
alert  to  any  suspicions  of  unethical  or  unprofes- 
sional practices,  whether  it  be  unnecessary  phys- 
ical therapy  in  an  ECF,  or  inappropriate  home 
health  services  unrelated  to  patient  needs,  so 
that  these  can  be  called  to  the  attention  of  our 
regional  offices.  This  is  something  we  must  do 
if  the  Medicare  program  as  we  know  it  todav  is 
to  continue  to  serve  the  legitimate  interest  of 
our  older  citizens. 

CONCLUSION 

If  our  experience  with  Medicare  has 
taught  us  anything,  it  is  that  providers  have 
a  keen  awareness  of  and  can  effectively  peti- 
tion to  protect  their  interests.  There  is  an- 
other party  in  this  picture,  however,  who  is 
not  organized  or  equipped  to  press  for  his 
interests,  and  that  is  the  health  consumer — the 
patient. 

There  is  no  doubt  in  my  mind  that  the  av- 
erage consumer  of  health  services — and  par- 
ticularly the  elderly  patient — is  in  no  posi- 
tion to  evaluate,  even  in  a  rudimentary  way, 
the  adequacy  of  the  services  he  receives  or  of 
the  safeguards  built  into  the  provider's  envi- 
ronment or  patient  care  policies.  You  know 
from  personal  experience  that  an  unpopular 
action  like  a  termination  will  frequently  result  in 
resistance  from  the  community,  which  often 
is  completely  incapable  of  appreciating  the 
hazards  involved  or  the  desirability  of  restruc- 
turing the  delivery  of  services  in  the  area.  And, 
of  course,  when  it  is  necessary  to  take  a  difficult 
action,  we  also  frequently  meet  resistance  from 
the  political  side.  This  combination  of  factors 
places  a  tremendous  responsibility  upon  the  State 
health  department,  because  the  Medicare  and  li- 
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censure  units  are  the  only  real  protection  the  pub- 
lic has,  and  the  surveyor's  voice  is  often  the  sole 
voice  raised  against  those  who  would  perpetuate 
substandard  care.  While  it  will  always  be  nec- 
essary to  adopt  realistic  positions  in  dealing 
with  the  problem  of  quality  health  services,  I 
believe  survey  personnel  and  supporting  staff 


at  all  levels  should  always  take  time  to  reflect 
on  what  is  best  for  the  consumer  of  health 
services.  If  we  do  this,  each  of  us  associated 
with  this  program  can  take  satisfaction  in 
knowing  that  we  have  contributed  to  the  well 
being  of  our  people. 
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REVISION  OF  STANDARDS  BY  THE  JOINT  COMMISSION 
ON  ACCREDITATION  OF  HOSPITALS 


Speech  delivered  by  Dr.  John  Porterfield,  Director  of  the  Joint  Commission  on 
Accreditation  of  Hospitals,  at  the  Health  Insurance  Conference  on  State  agencies. 

San  Antonio,  Texas,  May  6,  1969 
Baltimore,  Maryland,  May  20,  1969 


BACKGROUND  OF  JOINT 
COMMISSION  STANDINGS 

In  the  year  of  tooling  up  for  Medicare, 
when  the  Department  of  Health,  Education, 
and  Welfare  wrote  the  conditions  of  partici- 
pation, the  Joint  Commission  was  represented 
in  those  deliberations  in  which  the  attempt 
was  made  to  write  into  modern  language 
something  that  could  be  demonstrated  to 
conform  with  the  law,  yet  not  exceed  language 
which  was  written  for  the  most  part  in  1918. 
This  wasn't  easy  just  from  a  purely  technical 
point  of  view,  because  language  changes,  the 
meaning  of  words  changes,  and  many  other 
things  had  changed  over  that  period  of  time. 
Although  it  is  obvious  that  this  comparative  ex- 
ercise was  a  very  persuasive  factor,  the  original 
decision  on  the  part  of  the  Joint  Commission  to 
write  new  standards  for  the  accreditation  of  hos- 
pitals did  not  depend  upon  the  relationship  with 
Medicare.  It  was  an  independent  decision  en- 
tirely. 

We  recognized  the  fact  that  when  the  Amer- 
ican College  of  Surgeons  decided  in  1918  to 
write  standards  for  the  program  which  it  then 
initiated,  called  the  Hospital  Standardization 
Program,  the  standards  were  written  in  the  lan- 
guage of  those  times  on  the  firm  principle  that 
no  program  of  this  kind  could  ever  succeed  un- 
less it  was  written  in  terms  of  the  absolutely  mini- 
mum essential  standards,  which  must  be  met  if 


the  hospital  concerned  wished  to  meet  the  defini- 
tion of  a  hospital.  Before  the  standards  were 
written,  the  College  of  Surgeons  had  done  a  sur- 
vey of  a  considerable  number  of  hospitals  in  this 
country  and  had  found  very  deplorable  condi- 
tions. Clinical  laboratories  were  often  nonexist- 
ent, or  constituted  not  much  more  than  a  sink, 
test  tube,  and  bunsen  burner.  X-ray  was  a  rela- 
tively new  medium  of  diagnosis,  not  yet  one 
of  therapy,  usually  located  in  the  basement  along 
with  the  discarded  furniture;  you  could  always 
tell  the  people  who  worked  for  the  X-ray  de- 
partment by  their  skin  burns.  Nursing  was  not 
adequate;  in  fact,  it  was  almost  absent  in  many 
cases.  Records  were  unbelievably  poor,  and  con- 
stituted not  much  more  than  a  way  to  utilize 
the  backs  of  old  envelopes;  the  College  of  Sur- 
geons decided  that  something  needed  to  be  done 
about  that. 

In  any  event  it  adopted,  at  that  time, 
minimum  essential  standards.  We  have 
finally  found  the  original  document,  and  it  lit- 
erally took  one  piece  of  letterhead-size  paper 
to  contain  the  standards.  The  College  of  Sur- 
geons continued  this  program  for  35  years, 
and  at  the  time  it  terminated  the  program  in 
1952,  the  standards  and  their  explanation  by 
then  took  147  pages.  The  program  was  purely 
voluntary.  There  were  practically  no  licensing 
laws  in  those  days,  and  it  was  the  first  ap- 
proach to  meeting  any  kind  of  quality  condi- 
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tions  in  hospitals  beyond  those  that  might  be 
self-inspired,  which  of  course  varied  consid- 
erably from  one  place  to  another.  At  the  very 
beginning  the  College  of  Surgeons  found  that 
it  couldn't  have  set  much  higher  standards, 
because  in  the  first  year's  experience  after 
the  survey  of  several  hundred  hospitals,  it  found 
it  was  able  to  accredit  only  13  per  cent  of  them. 
The  percentage  has  steadily  gone  up  over  the 
years,  and  the  standards  have  been  amended 
from  time  to  time.  By  1952  the  program  had 
become  so  popular  that  third  party  payors  and 
others  began  to  use  accreditation  as  the  bench 
mark  by  which  they  would  determine  the  places 
in  which  they  were  interested. 

By  1952  the  accreditation  program  had 
reached  the  point  of  serving  well  over  half  of  the 
hospitals  in  the  country,  and  had  become  too 
expensive  for  the  College  of  Surgeons  to  carry, 
since  there  was  no  charge  to  anybody,  this  being 
a  contributed  service  to  hospitals  and  to 
mankind.  So  in  1952,  after  a  year  of  very 
delicate  and  careful  negotiations,  there  was 
created  the  Joint  Commission  on  Accreditation 
of  Hospitals  with  4  parents  instead  of  one:  the 
American  College  of  Surgeons,  the  American 
College  of  Physicians,  the  American  Hospital  As- 
sociation, and  the  American  Medical  Association. 
In  1960  the  Joint  Commission  began  to  acquire 
its  own  surveyors,  who  did  nothing  but  surveys 
for  the  Joint  Commission,  and  in  1964  it  began 
to  charge  the  hospitals,  which  didn't  appear  to 
cause  any  great  barrier  to  the  voluntary  program. 

REVISION  OF  THE  STANDARDS 

In  1965  JCAH  decided  to  rewrite  the  stand- 
ards for  the  sake  of  clarity.  We  found  that  the 
original  standards  really  didn't  fit  today's  hos- 
pitals, because  a  lot  of  things  had  developed  in 
hospitals  that  we  were  silent  on,  since  they 
weren't  present  in  1918;  the  standards  had  not 
been  commensurately  expanded  despite  all  the 
amendments.  We  decided  to  expand  the 
coverage,  embracing  such  items  as  emergency 
services  and  nursing  services.  We  said,  now  that 
the  Federal  government  is  establishing  conditions 
which  will  have  wide  effect  because  of  the  size 
payor  that  the  government  will  be  in  this 
program,  a  high  percentage  of  hospitals  will  wish 
to  participate  and  therefore  be  subject  to  these 
Federal  conditions.  At  the  same  time  there 


followed  a  resurgence  of  growth  in  the  licensing 
laws  of  many  states.  We  felt  there  was  no  point 
in  attempting  to  offer  a  standard  service  that 
everybody  else  was  making  available,  and  to 
which  people  had  to  conform  anyway.  So  we 
moved  to  write  standards  which  were  of  the 
optimum  achievable  level,  rather  than  the 
minimum  essential.  The  level  for  which  we 
strove  was  the  level  which  at  least  a  few  hospitals 
had  achieved  as  a  practical  operating  level  of 
performance,  and  therefore  was  possible  of 
accomplishment,  and  the  best  to  be  found  in  the 
country. 

At  the  same  time  we  made  another  healthy 
move:  the  Joint  Commission  began  to  use 
outside  groups  of  advisory  committees.  Over  the 
past  year  or  two,  something  like  250  individuals 
have  been  called  into  our  office,  not  because  they 
represented  any  particular  association, 
organization,  or  agency,  but  because  we  were 
able  to  identify  them  as  people  who  knew 
something  about  the  field  in  which  we  wanted 
advice,  and  had  experience  and  capability 
in  it.  In  about  12  or  14  different  committees, 
these  people  came  in,  reviewed  our  standards, 
and  told  us  how  to  rewrite  them.  So  we  have 
rewritten  them  de  novo.  We  hope  they  are  more 
comprehensive;  we  certainly  tried  to  make  them 
clearer  and  at  the  optimum  achievable  level. 
There  must  be  7  or  8  thousand  copies  of  the 
December  1968  provisionally-approved  draft  of 
the  new  hospital  standards  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals.  There  is  go- 
ing to  be  a  second  draft  about  July  1,  based  on 
the  3  or  4  bushel-baskets  full  of  comments  that 
have  come  in  the  mail,  some  wrapped  in  non- 
flammable paper,  and  on  the  comments  which 
were  made  verbally  at  two  forums  we  held  for 
State  hospitals  and  medical  association  repre- 
sentatives. The  new  version  will  respond  to  all  of 
these  comments,  not  necessarily  by  substantive 
changes,  but  by  the  fact  that  the  comments  will 
have  been  considered.  After  the  second  draft  has 
been  out  for  about  5  weeks,  the  Board  of 
Commissioners  will  meet  in  early  August,  and 
expects  then  to  decide  whether  or  not  to  adopt  it 
as  the  new  standards.  If  it  does  act  to  adopt  it  in 
August,  1969,  the  new  standards  will  be 
promulgated  immediately,  but  they  will  not 
affect  our  survey  methods  until  January  1,  1970. 
We  hope  we  are  moving  away  from  the  mini- 
mum essential  conditions  of  participation,  giving 
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the  government  and  you,  the  States,  room  in 
which  to  demand  more  than  the  ceiling  presently 
allows,  and  at  the  same  time  providing  more 
leadership. 

CURRENT  STATUS  OF  THE 
ACCREDITATION  PROGRAM 

Currently  we  find  that  only  about  5  or  6  per 
cent  of  the  hospitals  we  visit  cannot  warrant  ac- 
creditation. Of  those  that  we  do  accredit,  some 
20  per  cent  are  not  given  accreditation  for  the 
full  potential.  There  is  no  difference  in  accredi- 
tation in  spite  of  the  "slanguage"  that  has  crept 
into  it.  We  don't  have  probational  or  provisional 
accreditation  or  anything  like  that.  We  either  ac- 
credit or  we  do  not.  But  we  make  a  decision  at 
the  time  we  accredit  as  to  how  soon  we  think  we'd 
better  be  back;  and  whether  the  conditions  that 
we  recite  in  our  standards  are  pretty  substantially 
met.  If  the  place  seems  well  organized,  fairly  sta- 
ble and  with  good  personnel  in  place,  we  may  de- 
cide not  to  come  back  for  up  to  3  years.  That 
doesn't  mean  we  have  to  wait  3  years,  but  that  we 
probably  won't  be  be  back  much  sooner  than 
that.  Our  average  practice  is  that  we  do  get 
back  just  short  of  3  years.  But  if  things 
are  questionable;  if  we  have  made 
recommendations  that  are  of  such  significance 
that  we  want  to  be  assured  they  have  been 
followed,  we  may  come  back  in  a  year  or  slightly 
less  time.  This  is  what  has  mistakenly  been  called 
conditional  or  provisional  approval. 

We  have  now  accredited  something  on  the 
order  of  5100  or  5200  hospitals  in  the  United 
States,  as  against  a  total  registration  in  the  last 
AHA  Guide  Issue  of  Hospitals  of  around  7200. 
We  still  accredit  only  about  two  thirds  of  the 
hospitals  in  the  country,  but  it  constitutes  about 
86  or  87  per  cent  of  the  acute  beds.  These 
services  that  the  Joint  Commission  offers  are  vol- 
untary and  paid  for,  and  consist  of  combined 
consultation  and  evaluation.  Our  consultation  is 
not  in  decisive  depth,  because  our  attorneys  tell 
us  for  a  voluntary  agency  to  insist  on  certain 
things  being  done  is  tantamout  to  negotiating 
the  meeting  of  standards,  and  would  put 
us  in  a  peculiar  legal  position  under  the  Sherman 
Act.  So  our  advice  is  like  that  of  most 
consultants,  on  a  hit  and  run  basis.  We  come  in, 
we  evaluate,  we  develop  a  critique,  we  present 
the  critique,  we  suggest  how  these  criticisms  may 
be  met,  and  we  leave;  we  don't  negotiate.  We 


leave  to  JCAH  members  and  to  commercial 
consultants,  the  work  of  providing  advice  on 
specific  measures  of  correction. 

MEASUREMENT  OF  QUALITY 

Measurement  of  quality,  as  I'm  sure  you  know 
even  better  than  I  by  now,  is  a  very  intangible 
sort  of  a  thing.  How  do  you  measure  quality  of  a 
service  like  medical  service?  Do  you  measure  it 
in  terms  of  the  death  rate,  or  of  the  speed  with 
which  recovery  occurs?  These  things  depend  too 
much  on  the  conditions  involved;  some  people 
just  recover  faster  than  others  due  to  previous 
inherent  conditions,  rather  than  from  what's 
done  to  them  at  the  present  time.  Do  you 
compare  it  with  the  norm  of  what  everybody  else 
does?  This  could  lead  you  into  some  rank 
heresies.  Over  the  years  both  the  College  of 
Surgeons  and  the  Joint  Commission  finally 
decided  the  only  way  that  you  could  measure 
quality  was  first,  to  measure  what  had  been  done 
previously,  just  as  an  archeologist  measures 
artifacts  he  has  excavated;  and,  secondly,  to 
examine  those  resources  which  would  be 
conducive  to  quality  if  the  hospital  is  well 
organized.  If  you  have  a  very  active  credentials 
committee  and  a  very  self-respecting  medical 
staff  that  insists  on  high  qualifications  for 
membership,  the  hospital  has  a  better  chance  of 
providing  good  service  than  one  that  would 
admit  anyone,  without  any  reference  to  his 
capabilities,  training  or  experience.  A  hospital  in 
which  the  professional  staff  keeps  complete  and 
pertinent  records  probably  is  doing  a  higher 
quality  job  than  one  in  which  it  does  not. 

NEW  DIRECTIONS  OF  THE 
JOINT  COMMISSION 

Now  I  would  like  to  outline  very  briefly  the 
present  moves  the  Joint  Commission  is  making  in 
addition  to  adopting  new  standards  for  hospital 
accreditation.  It  seems  we're  moving  in  all 
directions  at  the  same  time : 

1.  We  are  increasing  the  amount  of  time  that 
our  surveyors  are  in  hospitals.  Our  average  has 
gone  up  some  33  per  cent  in  the  average  number 
of  hours  spent.  We  are  devoting  these  extra  hours 
principally  to  more  time  with  the  medical 
staff  and  its  representatives;  so  many  physicians 
have  told  us  that  they  didn't  even  know  we  were 
in  the  hospital  for  a  survey.  We're  spending  most 
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of  our  extra  time  now  with  the  medical  staff  in 
attempting  to  have  a  model  workshop,  a  medical 
records  review  and  evaluation,  as  a  vehicle  for 
discussion  of  what  we're  talking  about  in  the 
quality  of  services.  And  interestingly  enough  this 
has  been  one  of  the  most  popular  moves  that  we 
have  made  in  years.  We've  heard  nothing  so  far 
but  compliments  about  this;  the  doctors  on 
medical  staffs  appreciate  this,  since  it  gives  them 
a  chance  to  learn  the  nature  of  our  voluntary 
service  as  opposed  to  a  cold  inspection. 

2.  We're  also  increasing  the  size  of  the  survey 
team.  We've  already  budgeted  during  the 
present  year  for  an  increase  of  the  team  to  two  or 
three  surveyors.  We  have  always  had  more,  and 
sometimes  many  more,  than  one  individual 
survey  a  hospital  in  serious  problem  cases.  In  the 
course  of  time,  we  will  have  regular  teams  of 
perhaps  3  individuals,  and  these  probably  will 
consist  of  a  physician,  a  nurse  and  a  hospital 
administrator. 

3.  We  have  enriched  considerably  in  both  time 
and  content,  the  initial  orientation  and  the 
periodic  re-orientation  of  our  surveyors,  so  that 
they  understand  more  of  what  they're  doing  and 
do  a  better  job. 

4.  We  have  increased  the  provision  of 
consultation  to  the  surveyors,  so  that  they've  got 
somebody  fence-riding  with  them  more 
frequently,  whenever  the  need  appears,  or  when 
their  reports  come  back  and  schisms  appear  in 
them. 

5.  We  have  removed  from  all  of  the  language 
around  these  standards,  the  various  references 
that  have  crept  in  about  clinical  requirements. 
For  instance,  a  hemoglobin  and  urinalysis  done 
on  all  patients  admitted,  a  consultation  given 
before  a  primary  caesarian:  references  that  con- 
stitute little  nibblings  at  the  edge  of  the  practice 
of  medicine. 

6.  Rather,  we  look  forward  by  next  year  to  the 
issuance  of  guidelines  for  the  clinical  practice  of 
medicine.  The  commissioners  decided  that  there 
should  be  a  handbook  in  this  country  to  which 
reference  could  be  made  as  to  what  is  generally 
agreed  upon  as  the  way  to  practice  for  certain 
conditions,  as  to  what  measures  should  be 
followed  for  diagnosis,  and  for  the  general 
outlines  of  therapy;  not  to  standardize  the 
practice  of  medicine,  but  to  provide  a  guideline 
for  the  use  of  the  medical  care  evaluation 
committee  in  each  hospital,  so  that  they  will  have 


some  benchmark  against  which  to  measure  the 
kind  of  care  that  is  being  provided  in  the 
hospital,  and  if  they  deviate  from  it,  to  do  so 
knowingly  and  with  good  cause. 

7.  We're  revising  the  survey  instrument  by 
which  we  assess  the  level  of  quality  of  care  and 
conditions  in  a  hospital.  This  is  still  going  on  and 
will  obviously  have  to  be  ready  by  January  1 .  It 
will  consist  of  quite  a  few  more  questions  than 
we  have  had  before,  and  will  search  into  areas 
that  we  have  only  looked  at  by  index  or  by  some 
indirect  method  before. 

8.  In  addition,  we're  attempting  to  standardize 
the  data  that  we  collect  in  this  new  instrument, 
so  that  we  can  draw  some  analyses  from  them 
and  determine  some  trends  of  practice  in  this 
country. 

9.  Whether  we  will  also  begin  to  shorten 
the  survey  interval  or  not,  I  don't  know.  This 
question  is  under  active  study  at  the  present 
time,  and  the  one  possibility  that  has  been 
suggested  is  that  we  require  that  a  hospital  do  a 
self-survey  with  the  same  instrument  at  least 
annually,  and  submit  the  completed  results  to  the 
Joint  Commission  for  review  by  mail.  We  would 
in  turn  comment  on  the  report,  and  possibly 
decide  to  fore-shorten  the  hospital's  accreditation 
if  some  problems  appeared  in  the  self-survey  re- 
ports. This  would  be  done  with  the  assistance  of 
the  State  hospital  and  medical  associations,  as  a 
few  states  are  already  doing  now. 

10.  We're  doing  a  lot  of  lateral  expansion,  too. 
In  1965  the  Board  of  Commissioners  decided 
that  JCAH  would  offer  a  service  to  long-term 
care  facilities,  i.e.,  extended  care,  nursing  care, 
and  residential  care  facilities.  The  first  standards 
were  adopted  January  1,  1966,  and  have  already 
been  revised  substantially  once.  We  propose  in 
both  of  these  major  programs  to  revise,  or  at 
least  to  review  for  purposes  of  revision,  our 
standards  at  least  bi-annually. 

11.  Since  January  of  1967  we  have  offered  an 
accreditation  service  to  rehabilitation  facilities 
through  a  contract  signed  with  the  Commission 
on  Accreditation  of  Rehabilitation  Facilities, 
which  uses  JCAH  for  its  operational  activities. 

12.  We  have  just  signed  a  letter  of  agreement 
to  adopt  standards  and  offer  accreditation  serv- 
ice for  facilities  for  the  mentally  retarded. 

13.  We  are  in  the  final  period  of  negotiation 
with  a  group  of  voluntary  associations  in  the 
country  which  will  lead  to  the  accreditation  of 
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psychiatric  facilities.  This  will  solve  one  of  the 
problems  we  have  had  over  the  years,  of 
attempting  to  survey  and  accredit  them  as 
hospitals,  when  obviously  many  of  them,  such  as 
community  health  centers,  are  not  really 
hospitals. 

14.  We  will  wind  up  in  the  next  few  years  with 
approximately  4  to  6  accreditation  councils,  all 
of  which  will  adhere  to  one  central  philosophy  of 
voluntary  accreditation,  but  with  standards 
written  for  the  precise  modality  or  the  precise 
category  of  services  offered  by  the  facilities  in 
question.  Some  of  these  will  take  the  form  of  a 
sort  of  super  accreditation  of  one  feature  of  a 
hospital.  For  example,  the  American  College  of 
OBGYN  is  interested  in  having  an  in-depth  sur- 


vey of  the  obstetric  services  of  hospitals  in  addi- 
tion to  the  general  survey  that  is  part  of  our 
accreditation  procedure.  The  other  category  of 
councils  will  be  those  that  are  in  health-related 
services,  as  distinct  from  those  that  we  already 
provide  for. 

CLOSING  STATEMENT  OF  INTENT 

We  hope  that  we  maintain  a  useful  place  in 
society  by  trail-blazing  for  the  support  of  quality 
in  new  areas,  by  emphasizing  the  concept  of 
self-policing  in  the  industry  by  both  the 
profession  and  facility  personnel,  and  by 
experimenting  with  ways  in  which  we  can 
promote  ever  higher  quality;  and  in  so  doing, 
prove  ourselves  good  companions  to  you. 
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THE  STATE'S  RESPONSIBILITIES  TO  THE  PUBLIC  IN 
APPRAISING  MEDICAL  CARE  FACILITIES  FOR  TITLE  XVIII 
AND  OTHER  HEALTH  RELATED  PROGRAMS 


Delivered  by  Phyllis  C.  Hecker,  Assistant  Administrator,  Mount  Zion  Hospital 
and  Medical  Center,  San  Francisco,  California,  substituting  for  Marke  Berke, 
Hospital  Director,  Mount  Zion 

Western  Session  of  the  Health  Insurance  Conference  for  State  Agencies 
San  Antonio,  Texas,  May  5,  1969 


Thomas  Tierney  asked  Mark  Berke, 
President-elect  of  the  AHA,  to  come  here  and 
talk  with  you  on  the  subject  of  the  States' 
responsibilities  to  the  public  in  appraising 
medical  care  facilities  for  title  XVIII  and  other 
related  programs.  Mr.  Berke  is  in  Washington, 
D.C.,  talking  with  Mr.  Finch,  so  he  sent  me 
instead. 

You  know  who  I  am,  but  I  only  found  who 
YOU  are  a  week  ago.  And  this  is  a  very  in- 
teresting case  in  point.  Mt.  Zion  Hospital  has 
had  very  little  contact  with  licensing  agencies, 
because  we  are  "exemplary,"  according  to  Paul 
Ward.*  When  Mr.  Berke  gave  me  this 
assignment,  I  went  to  see  Mr.  Ward  about  State 
appraisals  of  medical  care  facilities  such  as  ours. 
He  said  he  would  not  send  anyone  to  investigate 
our  hospital  because  we  were  so  much  better 
than  the  average.  My  response  was,  "God  help 
the  rest  of  the  country!"  because  I  feel  as  critical 
about  our  hospital  as  you  may  well  feel  about 
your  own  children.  Since  then,  I  have  been 
learning  what  the  role  of  the  State  agency  is,  and 
a  little  about  what  it  should  be.  But  it  is 
interesting  that  most  people  have  as  little 
conception  of  that  role  as  we  did ;  even  less. 


*  Executive  Director  of  the  California  Committee  on 
Regional  Medical  Programs. 


THE  AHA  ON  THE  ROLE 
OF  THE  STATE  AGENCY 

The  AHA,  to  whom  we  wrote  for  guidance, 
sent  the  following  response: 

1.  Each  State  receives  from  HEW  the  same 
material  and  the  same  regulations  for  Fed- 
eral programs. 

a.  The  vital  role  the  States  play  in  ad- 
ministering these  programs  is  in  the 
interpretation  of  this  material  and 
these  regulations.  For  instance,  in  the 
Introduction  to  the  Conditions  of  Par- 
ticipation, it  reads  "The  designated 
State  agencies  will  certify  to  the  De- 
partment of  HEW  institutions  which 
meet  the  conditions  and  will  provide 
consultation  to  institutions  to  assist 
them  to  qualify."* 

b.  The  application  of  certification  stand- 
ards varies  from  State  to  State  for  many 
reasons.  What  may  be  considered  an 
adequate  program  in  the  Eastern  States 
may  not  be  so  in  the  South,  Midwest 
or  the  West.  Or  it  may  be  a  higher  lev- 

*  Conditions  of  Participation  for  Hospitals  HIM-1  issued 
February  1966,  Introduction,  page  1. 
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el  program  than  in  other  States. 
Each  State  has  the  opportunity  to  estab- 
lish minimum  requirements  for  Title 
19  certification  as  they  interpret  the 
federal  regulations  ( and  this  has  caused 
some  problems — like  bankruptcy). 

2.  The  federal  programs  have  contributed  to 
an  increasing  dichotomy  (both  Title  18 
and  Title  19).  And  the  consumer  is  not 
fully  aware  of  this  problem. 

a.  There  must  be  created  a  reasonable 
balance  between  payments  received 
(from  government  and  other  third 
party  payers)  and  services  provided. 

b.  The  consumer  expects  only  the  best  in 
health  care  and  directs  his  protests  to 
the  provider  when,  in  his  opinion,  he 
receives  less  than  the  best. 

c.  The  States  must  recognize  the  provider's 
dilemma  which  results  from  receiving 
less  than  his  full  costs  (his  full  financial 
needs)  for  providing  patient  care.  The 
consumers,  as  purchasers  of  health  and 
hospital  prepayment,  must  recognize 
these  needs,  too,  when  Blue  Cross  re- 
quests State  approval  for  a  rate  in- 
crease. 

3.  The  State's  responsibility  "to  provide  con- 
sultation to  the  institution  to  assist  them 
to  qualify"  should  be  shared  with  the  State 
hospital  association.  The  hospital  associa- 
tion's resources  and  its  intimate  contacts 
with  its  member  institutions  could  be  help- 
ful if  the  State  agency  agreed  to  work 
closely  with  the  association  in  helping  in- 
stitutions overcome  deficiencies.  AHA  is 
suggesting  such  sharing  of  responsibilities. 

THE  STATE'S  RESPONSIBILITY 
TO  THE  PUBLIC 

So  what  are  the  State's  responsibilities  to  the 
public  in  appraising  medical  care 
facilities?  The  first  is  to  find  out  what  the 
public's  expectations  are  with  respect  to  health 
care  generally.  It  is  possible  to  talk  about  medical 
care  facilities  out  of  the  context  of  the  total 
system,  but  part  of  our  problem  is  not  seeing  the 
woods  for  the  trees.  Secondly  it  would  seem 


appropriate  to  find  out  whether  these  expecta- 
tions can  be  met;  and  third  how  to  meet  the 
"reasonable"  expectations  and  educate  away  the 
so-called  unreasonable  ones. 

Obviously  there  are  multiple  publics:  the 
general  public,  hospitals,  physicians  and  third 
party  payers,  to  name  only  four.  Each  of  these 
groups  has  different  needs  and  expectations  with 
respect  to  the  health  care  system,  or,  as  has  been 
suggested,  non-system.  We  assumed  you  invited 
Mr.  Berke  here  today  to  describe  the  needs  of 
these  groups  as  he  sees  them. 

We  believe  the  national  goal  is  to  provide 
quality  and  equality  of  care.  To  accomplish  this 
is  a  very  complex  operation,  as  you  know  better 
than  almost  anyone.  Basic  and  vital  to  this  is  that 
you  can  carry  out  what  you  are  assigned  to  do. 
In  some  areas  of  the  country,  you  constitute  the 
only  thrust  for  higher  standards  that  exists.  The 
society  itself  must  define  the  responsibilities ;  to 
that  end  we  have  to  find  out  what  the  various 
segments  of  society  want  and  need.  Our  problem 
of  course  is  that  they  do  not  all  want  or  need  the 
same  thing,  but  they  need  to  have  a  sense  of 
participation.  To  quote  the  Somers  ;  "We  live 
under  a  federal  system  of  government; 
involvement  of  State  agencies  often  gives  people  a 
sense  of  protection  against  monolithic  and 
distant  administration.  A  program  like 
Medicare,  affecting  as  it  must  many  local 
interests,  should  give  such  interests  a  medium  for 
direct  expression  on  the  local  scene.  It  is  also 
advisable  that  the  many  points  of  potential 
irritation  be  dispersed,  and  that  local  officials  be 
identified  with  the  program  and  assume  the  role 
of  its  spokesmen  in  certain  situations.  On  the 
other  hand  such  a  division  creates  administrative 
difficulties".*  They  then  quote  Dr.  Cashman, 
"In  Medicare  we  had  55  different  agencies,  us- 
ing qualitative  accreditation  standards  with  an  ill 
defined  concept  of  'substantial  compliance',  and 
attempting  to  apply  them  in  a  uniform  way 
nationally  to  non-accredited  hospitals.  Such  a 
situation  obviously  complicates,  if  it  does  not 
make  impossible,  the  uniform  application  of 
standards".  Considering  the  difficulty  in 
communicating  among  the  morass  of  public  and 
private  agencies,  it  is  a  small  wonder  that  the 
public  has  at  best  a  vague  notion  of  what  the 

*  Medicare  and  the  Hospitals,  Herbert  M.  and  Anne 
R.  Somers,  Brookings  Institution  Studies  in  Social  Eco- 
nomics, Sept.  1967,  p.  89. 
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responsibilities  of  state  agencies  are  in  the  area  of 
establishing  and  maintaining  standards.  What 
the  public  expects  varies  from  one  part  of  the 
country  to  another,  and  from  person  to  person. 

MT.  ZION  EXPERIENCE  WITH 
COMMUNITY  PLANNING 

Our  hospital,  for  example  is  a  Jewish  hospital 
in  the  middle  of  a  black  ghetto,  and  it  has  a 
Children's  Bureau  Children  and  Youth  grant  to 
provide  comprehensive  care  to  children  in  a 
geographically  defined  area.  The  Project  has  a 
community  advisory  committee  which  is 
supposed  to  represent  the  community  and  advise 
the  project.  One  needs  to  be  careful  about 
inviting  the  consumer  to  participate  in  planning. 
In  the  course  of  working  this  problem  through, 
we  have  become  very  conscious  of  how  difficult  it 
is  to  find  people  in  a  community  who  will  agree 
on  exactly  who  it  is  that,  a)  represents  them,  b) 
represents  other  community  groups,  and  to  find 
people  who  agree  with  our  goals.  How  the 
Federal  government  or  State  governments  can 
expect  to  do  this,  I  have  no  idea.  We  have 
trouble  doing  it  in  two  and  a  half  census  tracts. 

THE  PROVIDER  VIEWPOINT  ON 
QUALITY  STANDARDS 

How  do  hospitals  and  extended  care  facilities 
see  the  responsibility  of  State  agencies?  Again  as 
with  the  public,  this  varies  from  institution  to 
institution.  Our  only  contact  with  Blue  Cross 
when  they  came  to  review  our  utilization  review 
procedure  was  benign,  helpful  and  educational. 
If  we  had  to  rely  on  the  State  agency  to  raise  our 
standards,  I'm  afraid  we  would  be  in  trouble, 
and  I  wish  this  were  true  of  all  hospitals.  The 
individual  hospital  must  constantly  work  to 
establish  and  maintain  high  standards,  and  must 
have  a  built-in  system  to  accomplish  this.  Each 
individual  hospital  needs  to  think  through  its 
goals  in  terms  of  the  multiple  communities  it 
serves.  It  then  needs  to  work  out  a  program  to 
meet  these  goals.  Our  multiple  communities 
include  patients,  physicians,  volunteers,  and 
employees  within  the  hospital,  and  particular 
community  groups  and/or  the  surrounding 
community.  Our  goals  are  uniformly  to  provide 
the  best  possible  patient  care  (although  some 
economists  disagree  on  the  grounds  that  it  is  too 
expensive) ;  for  some  hospitals,  the  goals  include 


teaching,  research  and  community  service.  Your 
responsibilities  and  ours  overlap,  but  they  are  not 
identical,  and  in  some  cases,  they  are  in  conflict. 

What  seems  to  have  happened  is  that  the 
Federal  Government  has  signed  an  IOU  to  the 
public  to  provide  equal  quality  of  care  for  those 
eligible  under  Titles  18  and  19,  and  then  can't 
pay  the  providers  of  that  care  what  it  costs. 

Dr.  Gerald  Rosenthal,  Associate  Professor  of 
Economics  at  Brandeis  University  in  his  paper 
"Financing  and  Methods  of  Payment  for  High 
Quality  in  Health  Care"  discusses  the 
reationships  between  quality,  quantity  and  cost. 
He  says  it  is  essential  to  bear  in  mind  all  the  time 
the  fact  that  trade-offs  exist  among  the  three.  If 
one  raises  the  quantity  of  care,  as  Titles  18  and 
19  did,  obviously  the  costs  will  rise,  and  the  only 
variable  left  is  to  reduce  the  quality.  This  may  be 
all  very  well  for  someone  else,  but  not  for  my 
family ! 

One  of  the  major  accomplishments  of  your 
program  has  been  its  influence  on  extended  care 
facilities,  but  they  are  still  far  from  ideal  in  many 
areas.  In  San  Francisco  it  is  very  difficult  to  find 
a  good  ECF  that  will  accept  Medi-Cal  patients, 
simply  because  the  costs  of  running  such  an 
institution  are  too  high.  Medi-Cal  patients  have 
to  be  sent  out  of  the  city,  and  again  we  have  a 
double  standard  of  care. 

AHA  POSITION  ON  REDUCTION 
IN  REIMBURSEMENT 

I  mentioned  that  the  reason  Mr.  Berke  is  not 
here,  is  because  he  is  in  Washington  talking  with 
Mr.  Finch.  The  following  is  the  text  of  the 
telegram  sent  to  Mr.  Finch  by  Dr.  Crosby  -  AHA 
Executive  V.P. 

"On  behalf  of  the  hospitals  of  this  nation,  I 
would  like  to  protest  the  circumstances  of  the 
announcement  concerning  a  reduction  in 
reimbursement  to  hospitals  under  Public  Law 
89-97.  It  seems  inconceivable  to  us  that  a  step  of 
such  moment  would  be  taken  without 
consultation  with  this  Association  which 
represents  almost  all  of  the  participating 
hospitals  under  Title  18  and  Title  19  of  the  Act. 
We  have  repeatedly  offered  to  discuss  our 
mutual  problems  with  you  but  without  success. 
This  is  especially  disheartening  because  this 
Association  and  its  member  hospitals  worked 
actively  to  make  the  Medicare  program  work  for 
the  benefit  of  the  elder  citizens  of  this  nation, 
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although  our  data  indicate  that  the  social 
security  payments  to  hospitals,  even  in  their 
present  form,  for  the  care  of  the  elderly  do  not 
adequately  reimburse  hospitals  for  the  care 
rendered  to  these  patients.  We  have  brought 
these  data  to  the  attention  of  the  federal 
government  and  presumed  that  this  situation 
would  be  taken  into  account  in  any  recasting  of 
the  Medicare  reimbursement  formula.  The 
Association,  through  its  membership,  has  just 
adopted  a  statement  on  the  reimbursement  of 
health  care  institutions  which  is  recognized  in 
both  governmental  and  nongovernmental  sources 
as  a  major  step  forward  in  this  field.  We  believe 
that  the  government  must  explore  with  us,  as  the 
representative  of  hospitals,  this  whole  new 
approach  to  reimbursement  and  to  recognition 
by  all  payers  of  their  appropriate  participation  in 
the  full  community  services  of  our  health  care 
institutions  before  making  any  modifications  in 
the  reimbursement  formula.  The  action  by  your 
office  cannot  but  increase  the  objections  of  many 
institutions  to  this  government  program."  I 
suppose  the  irony  of  the  situation  will  occur  to 
some  of  you  as  it  did  to  me  -  that  I  am  here 
talking  hopefully  about  your  responsibilities  to 
the  consumer  while  Mr.  Berke  is  in  Washington 
complaining  about  the  lack  of  involvement  of  the 
AHA  in  the  establishment  of  the  reimbursement 
formula  for  hospitals. 

CUTTING  HOSPITAL  COSTS 

You  are  asking  us  to  raise  standards  while  we 
cut  costs,  and  that  is  virtually  impossible.  We  are 
currently  in  the  middle  of  negotiations  through 
the  affiliated  hospitals  of  San  Francisco  with  the 
California  Nurse's  Association.  While  they  want 
more  money  and  longer  vacations,  the  thing  that 
interest  them  most  is  the  right  to  control  staffing 
patterns.  One  of  their  goals  is  to  insure  that 
administration  does  not  replace  RN's  with 
LVN's.  To  get  publicity  the  nurses  held  a  nurse- 
in  last  Thursday.  The  7  -  3 : 30  and  3 : 30  -  1 1 
shift  doubled  up — both  shifts  worked  16  hours  to 
demonstrate  what  good  nursing  care  really  could 
be  like.  In  our  discussions  with  them  they  say 
they  are  not  concerned  about  what  this  would 
cost  the  public — all  they  care  about  is  being  able 
to  provide  good  care. 

We  know  what  will  happen.  Some  of  their 
demands  will  be  met.  Then  the  other  unions  will 


ask  for  comparable  increases;  then,  as  is  our 
custom,  the  hospital  will  grant  the  same  increases 
to  the  non-contractual  personnel.  So  the  costs  rise 
again. 

How  do  we  cut  them?  Obviously  one  way  to 
cut  costs  is  to  have  lower  paid  personnel  do  the 
work  of  higher  paid  employees.  You  can  see  how 
enthusiastic  the  nurses  are  about  this  idea! 

Another  way  to  cut  costs  is  to  teach  people  to 
be  more  efficient.  Now,  I  don't  know  how  many 
people  are  employed  in  hospitals  in  the  United 
States,  but  I  think  you  would  agree  the 
employees  of  hospitals  constitute  a  fairly 
representative  sample  of  the  general  population. 
Efficiency  is  a  virtue,  left  over  from  the  Puritan 
ethic,  and  it  is  somewhat  out  of  style  in  the 
current  national  value  system,  certainly  among 
the  younger  generation.  If  you  can  suggest  ways 
to  get  it  reinstated,  perhaps  we  can  sell  it. 
Perhaps  you  could  suggest  some  workable 
incentive  plans  to  us. 

Actually  we  could  give  higher  priority  to 
having  employees  who  really  care  about  patients, 
to  the  point  that  patients  feel  and  know  that 
the  employees  care.  Patients  need  to  know  the 
people  taking  care  of  them  have  a  real  concern 
about  their  needs.  Employees  who  are  more 
concerned  about  their  own  efficiency  than  about 
the  patient  perhaps  belong  in  industry  rather 
than  in  a  hospital.  And  we  don't  think  hospitals 
and  industry  are  analagous. 

How  else  can  we  perhaps  cut  costs?  Through 
automation?  We  just  automated  part  of  the 
laboratory — it  cost  $600,000.  Through  the  use  of 
computers?  We  are  getting  a  computer  in  July. 
Part  of  the  financial  operations  of  the  hospital 
are  now  computerized  and  are  run  at  a  service 
bureau.  So  far  it  has  caused  nothing  but 
headaches,  and  the  cost  is  significant.  This  is 
unfair,  of  course.  The  new  laboratory  equipment 
will  increase  our  efficiency,  and  if  the  computer 
does  not  save  us  money,  at  least  it  will  give  us 
more  complete  data.  (That  is  if  we  can  ever 
teach  the  onerators  to  be  susnicious  when  they 
see  a  $3,000  charge  for  an  X-ray.)  It  is  also 
obvious  that  we  should  share  this  equipment 
with  other  hospitals,  and  we  will.  We  have  a 
hope  that  perhaps  we  can  join  with  several  other 
hospitals  to  establish  a  single  accounting 
department  that  will  serve  us  all.  This  is  an  effect 
you  have  produced  which  may  bear  fruit.  The 
accounting  procedures  under  Title  18  and  19  are 
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so  cumbersome  and  so  involved  that  they  require 
full  time  specialists.  We  are  curious  as  to  what 
smaller  and  or  poorer  institutions  do  to  cope  with 
the  problems.  Surely  we  could  have  one  central 
spot  in  each  community,  with  a  computer 
program,  perhaps  developed  by  you,  that  could 
take  care  of  the  processing.  Perhaps  you  could 
train  the  personnel  and  provide  consultants.  We 
think  we  know  what  we  are  doing,  but  it  is  not 
always  clear.  It  took  us  two  years  to  find  out  how 
to  bill  for  our  hospital-based  home  care  program. 
We  have  done  the  bills  over  three  times.  We  had 
three  different  people  from  Blue  Cross  telling  us 
three  different  things  simultaneously,  and  then, 
one  by  one,  they  changed  jobs,  and  our  clerk  left 
and  it  became  an  administrative  nightmare. 

So  we  are  trying  to  think  of  ways  to  reduce 
costs,  but  it  is  difficult.  At  best  perhaps  we  can 
flatten  the  curve  upward. 

FINANCIAL  NEEDS  OF  THE  HOSPITAL 

I  am  sure  you  understand  our  dilemma.  We 
are  putting  aside  1 2  %  of  our  income  because  our 
controller  anticipates  this  will  be  needed  when 
the  moment  of  truth  arrives  and  we  have  to 
reconcile  our  books  with  Blue  Gross.  Where  do 
we  get  the  12%  from  and  why  do  we  need  it? 
We  get  it  from  non-Medicare-MediCal  patients, 
and  we  need  it  for  many  reasons.  The  two 
percent  heretofore  permitted  doesn't  even  meet 
our  depreciation,  and  you  have  all  heard  enough 
about  that.  We  need  cost  plus  12%  if  we  are  to 
carry  out  our  goals  of  providing  good  patient 
care,  teaching,  research  and  community  service. 
Half  our  patients  are  Medicare  -  MediCal 
patients.  The  other  half  are  private  patients  who 
make  up  the  deficit.  The  implications  of  this  are 
saddening — we  are  back  to  the  double  standard 
we  so  much  want  to  avoid.  And  if  you  do  not 
reimburse  us  at  more  than  cost  you  will  end  up 
in  reducing  the  quality  of  our  total  hospital 
program.  The  net  effect  of  the  reimbursement 
formula  is  to  stunt  our  development.  What  we 
need  is  a  preventive  program  of  financial 
nutrition  for  hospitals. 

PHYSICIANS  AND  UTILIZATION  REVIEW 

Physicians  form  another  consumer  group  of 
mutual  concern  to  you  and  to  hospitals.  It  is 
reassuring  that  now  for  the  most  part  the 
medical  profession  feels  the  Title  18  and  19 


programs  have  value.  They  are  concerned 
however  with  what  will  happen  next.  Utilization 
Review  Committees  have  in  many  cases  involved 
physicians  in  hospital  administration  for  the  first 
time,  and  it  has  been  a  very  interesting 
experience  to  see  the  changes  that  have  come 
about  in  the  Committee,  its  attitudes  and  actions. 
Initially  it  reacted  very  negatively  to  the  idea  of 
peer  review,  and  there  were  excruciatingly  long 
discussions  about  whether  it  really  had  any 
business  telling  other  physicians  what  to  do.  Now 
the  group  is  much  more  business-like  in  carrying 
out  its  activities.  There  are  still  problems ;  there  is 
the  unavoidable  difference  in  monitors,  the 
communication  system  is  not  very  smooth,  and 
periodically  breaks  down  entirely;  there  are  those 
senior  physicians  who  refuse  to  comply,  and 
there  are  those  patients  who  refuse  to  leave  the 
hospital.  ( Did  you  ever  try  to  get  a  patient  out  of 
a  hospital  who  wanted  to  stay  in?  It  is  an 
extremely  difficult  thing  to  do,  particularly  when 
the  family  doesn't  want  him  at  home,  and  the 
insurance  only  pays  for  his  care  when  he  is 
hospitalized.) 

PROGRESSIVE  PATIENT  CARE 

Another  interesting  development  has  been  the 
establishment  of  a  Progressive  Patient  Care 
Committee,  as  an  outgrowth  of  the  Utilization 
Committee.  This  Committee  is  considering  the 
overall  use  of  beds  in  the  hospital,  and  the  need 
for  extended  care,  nursing  home  and  expanded 
home  care  facilities  outside  the  institution.  At  its 
last  meeting  it  recommended  to  the  Medical 
Board  that  top  priority  be  given  to  the 
construction  of  an  ECF,  to  be  controlled  by  the 
hospital.  Considering  that  our  occupancy  is 
always  over  90%,  and  that  the  attending  staff 
has  trouble  getting  beds  unless  the  case  is  an 
emergency,  this  is  startling.  Unfortunately  I 
don't  think  the  recommendation  will  be 
followed,  because  of  the  intense  pressures  for 
acute  beds ;  perhaps  the  Committee  members  can 
educate  their  colleagues,  but  it  will  be  an  uphill 
fight.  Here  again  we  feel  that  the  physicians 
themselves  have  the  responsibility  to  maintain 
and  upgrade  standards  of  care,  and  they  assume 
it.  It  was  their  decision,  for  instance,  to  apply  the 
utilization  review  procedure  to  all  patients.  And 
their  concern  with  quality  of  the  records  has 
increased      enormously.      The  Committee's 
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influence  throughout  the  entire  medical  staff  is 
hard  to  measure,  but  it  is  safe  to  say  it  is  sub- 
stantial. 

THE  SEARCH  FOR  SOLUTIONS 

What  are  some  possible  solutions?  One 
suggestion  has  been  made  to  make  health 
insurance  compulsory;  for  those  who  cannot  af- 
ford it,  the  government  would  pay  what  ever  the 
individual  could  not.  This  means  increasing  taxes 
so  that  the  issue  becomes  a  political  one.  Perhaps 
this  is  just  as  well ! 

Another  possible  solution  that  has  been 
suggested  is  comprehensive  health  planning.  Any 
of  you  who  are  familiar  with  the  situation  in  the 
San  Francisco  Bay  Area  know  how  confused 
everyone  has  become  by  the  attempts  made  in 
this  direction  so  far,  with  planning  groups 
fighting  for  control  over  other  groups.  Perhaps  it 
is  simpler  in  less  complex  communities.  We  hope 
so.  The  current  freeze  on  Regional  Medical 
Program  funds  makes  one  wonder  what  will  be- 
come of  that  program. 


Two  other  problems  closely  involved  without 
finding  solutions  are  the  Vietnam  war  and  the 
urban  ghettos. 

CONCLUDING  POINTS  OF  EMPHASIS 

In  summary,  the  points  I  want  to  emphasize 
in  this  presentation  are : 

1 .  That  consumers  need  to  be  able  to 
participate  in  the  decision  making  process. 

2.  You  may  not  like  what  they  believe  in. 

3.  Each  consumer  and/or  provider  of  care 
needs  to  have  his  own  internal  mechanism  for 
establishing  and  maintaining  high  standards  for 
his  own  performance  (inner  directedness  rather 
than  outer  directedness).  To  do  this  he  must 
establish  goals  which  may  well  be  in  conflict  with 
yours. 

4.  We  need  to  eliminate  double  standards. 

In  conclusion  we  hope  these  comments  have 
been  of  some  value  to  you;  they  were  intended 
to  convey  a  little  of  how  the  other  half  lives,  plus 
some  of  the  benefits  and  problems  you  have 
presented  us  with. 
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THE  STATE'S  RESPONSIBILITIES  TO  THE  PUBLIC  IN 
APPRAISING  MEDICAL  CARE  FACILITIES  FOR  TITLE  XVIII 
AND  OTHER  HEALTH  RELATED  PROGRAMS 


Speech  delivered  by:  Ray  E.  Brown,  Executive  Vice  President 
Affiliated  Hospitals  Center,  Boston 
at 

HI  Conference  for  State  Agencies 
Baltimore,  Maryland 
May  20,  1969 


RESPONSIBILITY  OF  STATE  AGENCIES 
TO  ALL  MEDICAL  CARE  PROGRAMS 

My  assignment  as  I  see  it,  is  to  look  at  the 
evolving  role  of  State  agencies  in  regard  to  their 
responsibilities  for  the  monitoring  ( I  am  going  to 
approach  it  a  little  differently  and  use  the  word 
"monitoring"  rather  than  "appraisal")  of  the 
medical  care  facilities  system  of  this  nation.  Now 
the  special  interest  of  this  conference  is,  of 
course,  the  medical  care  facilities  involved  in  the 
title  XVIII  program.  One  cannot  examine  the 
responsibilities  of  State  agencies  in  terms  of  a 
single  medical  care  program,  however,  no  matter 
how  major  that  program.  The  responsibilities  of 
the  State  agency  include  assuring  the  adequacy 
and  effectiveness  of  all  medical  care  facilities  for 
all  users.  The  responsibility  of  a  public  agency  is 
to  the  public,  and  extends  to  all  members  of  the 
public.  This  is  not  to  say  that  your  responsibilities 
to  title  XVIII  are  not  great,  and  not  exceedingly 
important  and  difficult.  Medicare  covers  one  of 
every  ten  members  of  our  population,  and  more 
than  one  of  every  four  of  our  hospital  days.  It 
was  the  first  of  our  third  party  programs  to  de- 
fine and  formalize  the  role  of  State  agencies  in 
the  monitoring  of  medical  care  facilities,  and  to 
recognize  its  own  financial  responsibility  to  those 


agencies.  Medicare  served  to  give  purpose  and 
sanctions  to  a  responsibility  many  of  you  had 
already  clearly  seen,  but  had  not  been  able  to  ef- 
fectively accept.  It  was,  however,  a  responsibility 
that  existed  before  Medicare  and  extends  far  be- 
yond Medicare.  Said  another  way,  it  is  not  a 
service  you  are  providing  Medicare  but  rather  a 
service  you  are  providing  the  public.  Said  still 
another  way,  it  is  not  a  case  of  you  helping  Medi- 
care so  much  as  it  is  a  case  of  Medicare  helping 
you. 

Again  while  paying  profound  respect  to 
Medicare  and  the  contribution  it  has  made  to 
standardization  of  the  medical  care  facilities  in 
the  short  time  it  has  been  operative,  State 
agencies  have  responsibilities  much  beyond  those 
spelled  out  in  title  XVIII  and  in  its  cognizant 
regulations.  Those  standards  go  far  but  they 
don't  go  far  enough.  They  went  as  far  as  it  was 
politically  possible  in  a  landmark  of  Federal 
legislation,  but  the  concept  itself  was  so  burdened 
with  controversy  and  bitter  opposition  that 
Medicare  could  not  write  the  full  ticket  for  State 
agencies.  It  did,  however,  mark  the  path  and 
clear  away  much  of  the  political  underbrush  that 
has  impeded  the  progress  of  State  agencies  in 
monitoring  the  effectiveness  of  medical  care 
facilities  in  this  country.  It  is  perhaps  best  that 
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Medicare  went  no  further  than  it  did  in  setting 
out  the  conditions  under  which  the  medical  care 
facilities  of  the  nation  should  be  operated.  To 
have  done  so  could  have  resulted  in  a  national 
monitoring  system  for  our  medical  care  facilities 
system.  Neither  the  experience  of  State  agencies 
nor  the  climate  at  the  State  level  were  sufficient 
at  the  time  to  absorb  very  much  more  than  title 
XVIII  imposed. 

CONTRIBUTION  OF  MEDICARE  AND 
EFFECT  ON  STATE  LEGISLATION 

The  greatest  contribution  of  title  XVIII  was 
to  start  at  the  State  level,  to  greatly  increase 
concern  and  to  greatly  increase  support  on  the 
part  of  public  and  private  leadership  for  the 
effectiveness  of  our  medical  care  facilities.  The 
legislation  passed  at  the  State  level  since  1966  in 
support  of  official  monitoring  of  our  medical  care 
facilities  system  demonstrates  the  fact.  It  has 
been  my  pleasure  to  work  with  the  Rhode  Island 
Commission  on  the  Cost  of  Medical  Care  (a 
misnomer  because  we  pretty  quickly  got  away 
from  cost)  in  the  development  of  legislation  that 
did  indeed  pass,  that  was  indeed  supported  by 
hospitals  themselves  as  well  as  by  other  agencies 
concerned  with  hospital  effectiveness  in  that 
State.  In  the  last  session  of  the  legislature  in 
Rhode  Island  they  passed  a  franchising  bill  and 
a  bill  for  compulsory  and  full  public  reporting 
by  health  facilities.  Under  this  legislation  each 
hospital  will  have  to  provide  to  the  State  agency 
full  operating  figures  on  both  cost  and  utiliza- 
tion of  services.  These  figures  will  be  made 
available  to  the  press,  to  interested  parties,  and 
most  importantly  to  different  hospitals,  so  that 
they  can  see  just  where  they  stand  relative  to 
other  hospitals  in  the  State.  Also  passed  at  the 
time  were  certain  increased  regulatory  powers  of 
the  State  agencies  over  not  only  the  quantity,  but 
also  the  quality  of  care  rendered  in  those 
facilities.  This  would  not  have  been  possible  if  it 
had  not  been  for  the  pioneering  impact  of 
Medicare.  Although  Medicare  did  not  go  far 
enough,  especially  in  the  area  of  quality,  it  did 
set  the  climate;  it  did  cause  hospitals  (and  to 
some  extent  nursing  homes)  to  recognize  that 
something  had  to  be  done  which  individual 
hospitals  themselves  could  not  do,  given  the 
historical  background  of  their  ownership,  their 
control,  and  the  aggressive,  provincial  localism 
under  which   they  grew   up.    Most  hospital 


administrators  that  I  talk  with  are  quite  well 
prepared  to  see  State  agencies  move  into  a  role 
that  can  assure  more  orderly  development  and 
more  consumer  protection  than  is  presently  be- 
ing obtained.  Most  would  agree  that  being  vol- 
untary does  not  mean  that  hospitals  can  continue 
to  act  entirely  independent  of  any  other  particu- 
lar part  of  the  present  medical  care  system. 

RELATIONSHIP  OF  MEDICARE  TO 
OTHER  PROGRAMS 

Although  Medicare  provided  the  base  for  the 
development  of  a  rationalized  system  to  monitor 
the  effectiveness  of  medical  care  facilities,  it  is 
still  only  one  agency.  At  the  same  time,  we  do 
have  other  Federal  programs  that  have  the 
ability  to  provide  an  input  so  far  as  your  work 
with  Medicare  is  concerned,  and  also  have  the 
opportunity  to  get  an  output  from  Medicare  for 
their  own  development.  In  other  words,  if  we  are 
going  to  make  sense  out  of  what  State  agencies 
do,  State  agencies  must  take  the  total  of  the 
opportunities  provided  by  these  several 
programs.  As  you  know,  the  Johnson 
admininistration  did  have  a  series  of  programs 
that  many  people  considered  disconnected ;  but  if 
you  look  at  the  central  theme  they  are  quite 
closely  connected.  These  programs  include 
Medicaid,  the  Regional  Medical  Programs, 
Comprehensive  Health  Planning,  and  other  Fed- 
eral legislation.  This  means  that  at  the  State  level 
you  cannot  treat  Medicare  as  an  isolated  pro- 
gram; but  rather,  to  paraphrase  Charles  Wilson, 
what's  good  for  Medicare  is  good  for  all  other 
programs,  and  is  also  good  for  the  medical  care 
facilities  themselves.  So  we  are  talking  here  of  a 
responsibility  that  you  have,  not  to  a  particular 
program,  but  rather  a  responsibility  that  you 
have  to  the  public,  in  which  each  of  these  pro- 
grams is  supposed  to  be  making  its  maximum 
contribution  to  the  entire  public  so  far  as  the 
effectiveness  of  its  medical  care  facilities  goes. 

NEED  FOR  STATE  AGENCY 
INVOLVEMENT  IN  HOSPITAL  AFFAIRS 

What  is  the  logic  and  rationale  that  causes 
even  hospital  administrators,  to  which  group  I 
claim  to  belong,  to  say  that  it's  time  we  invited 
you,  the  official  State  agencies,  into  the  act?  It's 
something  that  the  general  public  will  never 
really  understand,  something  that,  unfortunately, 


30 


it  appears  organized  medicine  doesn't  fully  un- 
derstand. But  something  that  discerning  trustees 
of  hospitals  and  the  new  breed  of  public  officials 
and  hospital  administrators  have  finally  come  to 
recognize:  namely,  that  we  are  dealing  with  a 
system  of  facilities  that  lacks  within  itself  its  own 
organizing  principle.  There  is  not  inherent  in  this 
system  the  sort  of  planning,  the  sort  of  monitor- 
ing devices,  that  make  for  an  orderly,  effective, 
and  economical  system.  It  lacks  the  control  that 
we  find  in  all  other  forms  of  endeavor  in  this 
country.  This  is  because  all  other  forms  of  en- 
deavor are  either  very  tightly  controlled  by  the 
economy  of  the  market  place,  or  are  set  into  the 
governmental  economy  where  they  are  controlled 
by  public  agencies,  in  turn  controlled  by  legisla- 
tion imposed  by  representatives  of  the  public. 

All  of  our  hospitals  (even  though  a  third  are 
owned  by  local  government  agencies)  are 
dependent  upon  their  own  income,  paid  on  a  fee- 
for-service  basis.  Third  parties  do  not  subsidize 
hospitals  in  any  way.  We  have  no  government 
control  in  the  sense  of  someone  planning  where 
hospitals  should  be;  someone  planning  what  the 
expenditures  of  hospitals  will  be;  or  someone 
with  responsibility  for  oversight  of  the  aggregate 
of  our  medical  care  facilities  system.  This  self- 
supporting  nature  means  that  if  any  of  the  usual 
controls  were  available,  they  would  have  to  come 
from  the  market  side.  It  is  a  very  sizeable  system 
of  enterprise,  making  up  a  very  large  part  of  our 
economy,  taking  around  three  percent  of  the 
total  gross  national  product,  but  it  is  a  unique 
system. 

WHY  MARKET  PLACE  CONSIDERATIONS 
DO  NOT  APPLY  TO  THE 
MEDICAL  CARE  SYSTEM 

Market  place  considerations  do  not  apply 
because  of  three  or  four  reasons  I  would  like  to 
mention  briefly.  One  is  that  it  is  a  third-party 
financed  system.  The  individual  today  in  about 
eight  out  of  every  ten  instances  is  not  affected  by 
economic  consideration  in  his  utilization  of  the 
system.  We  have  impersonalized  the  cost 
of  the  system  so  that  third  parties  pick  up  the 
tab,  and  we  have  a  system  that  is  not  controlled, 
and  does  not  have  to  look  at  the  impact  on  the 
finances  of  the  user. 

Next,  it  is,  of  course,  a  nonprofit  system,  in 
which  hospitals  are  paid  by  cost  rather  than  by 
price.  The  wonderful  purpose  of  a  pricing  system 


is  to  force  options  as  to  priorities.  But  price  for 
a  particular  product  or  service  in  a  market-place 
economy  is  supposed  to  move  up  to  the  point  that 
demand  is  quieted  for  that  product  or  service, 
and  this  is  a  very  necessary  thing  in  our 
economy.  If  you  are  going  to  be  sure  that  people 
use  the  proper  amount  of  one  good  relative  to 
other  goods,  price  must  be  allowed  to  move  up 
to  the  point  where  other  things  will  look  more 
attractive  to  the  individual  than  the  thing  the 
price  has  moved  up  on.  But  under  a  nonprofit 
system  which  sells  at  cost,  we  lack  the  ability  to 
use  price  as  one  of  the  monitors.  That  considera- 
tion being  absent,  then  we  must  search  for  other 
considerations. 

THE  VOLUNTARY  NONPROFIT 
HOSPITAL  SYSTEM  IN 
CHANGING  TIMES 

I  am  in  no  way  indicting  our  voluntary 
nonprofit  hospital  system  in  this  country.  Until 
the  advent  of  the  third  party,  the  system 
functioned  adequately  within  the  state  of  medical 
technology  at  the  time  and  within  the  context  of 
individuals  paying  their  own  way.  As  we  moved 
into  a  third-party  system  of  reimbursement,  we 
ran  into  the  problems  that  are  so  vexing  today, 
and  that  call  for  the  intervention  of  official 
agencies  such  as  you  represent,  because  all  of  the 
outlooks  and  practices  that  hospitals  developed 
under  an  individual-user  financing  system  still 
persist  under  an  entirely  different  system  of  fi- 
nancing. The  great  values  that  go  with  private 
concern,  private  effort,  and  private  involvement 
must  be  retained,  but  the  system  is  becoming  a 
victim  of  those  very  values.  We  must  find  a  way 
to  harness  them  into  the  new  orthodoxy  of  hos- 
pital financing.  We  need  to  substitute  other  con- 
siderations for  those  that  are  missing  in  the 
medical  care  facilities  economy. 

STATE  AGENCY  RESPONSIBILITY 
FOR  QUALITY  OF  CARE 

What  I  have  said  goes  beyond  your  responsibil- 
ity for  Medicare.  But  Medicare  gives  you  the 
opportunity  to  meet  the  broader  responsibilities. 
As  I  said  earlier,  Medicare  set  some  very  impor- 
tant guidelines.  It  gave  sanctions,  status,  and 
support  to  your  involvement  and  intervention. 
It  gave  you  both  authority  and  responsibility  so 
far  as  the  medical  care  facilities  are  concerned. 
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Now  these  responsibilities  as  I  see  them  relate  first 
to  quality  of  care.  Admittedly  you  cannot  assure 
quality  of  care,  but  you  can  assure  quality  of  the 
arrangements,  quality  of  the  resources.  You  can 
assure  quality  so  far  as  staffing  norms  and  so  far 
as  qualifications  of  the  individuals  who  are  in- 
volved in  the  production  of  medical  care  through 
medical  care  facilities  in  this  country  are 
concerned. 

This  has  been  an  evolving  responsibility  for 
some  years.  When  I  entered  the  hospital  field, 
there  was  not  a  single  licensing  act  for  hospitals 
in  effect  in  this  country.  To  the  great  pride  of 
hospitals,  it  was  their  own  national  hospital  asso- 
ciation that,  immediately  after  the  war,  gave  the 
greatest  emphasis  and  support  to  the  licensing  of 
hospitals.  Prior  to  that  time,  hospital  care  had 
been  largely  an  individual  affair.  Society  accepted 
very  little  responsibility  to  be  its  neighbor's 
keeper,  and  society  put  up  very  little  in  the  way 
of  general  resources  toward  the  support  of  the 
system.  So  the  average  hospital  ran  itself  to  suit 
itself.  This  meant  that  those  who  had  low  aspira- 
tions had  an  equal  opportunity  for  participation 
as  those  who  had  high  aspirations.  Because  the 
patient  is,  and  will  always  remain,  a  very  unso- 
phisticated buyer,  the  medical  care  facilities  sys- 
tem cannot  depend  upon  the  patient  to  assure 
quality. 

Neither  can  the  public  depend  upon  the  system 
to  monitor  itself.  No  authority  resides  in  the 
system  to  do  so.  It  is  a  voluntary  system,  and 
each  individual  facility  has  its  own  economy.  A 
nation  cannot  commit  the  resources  that  are  in- 
volved in  its  two  major  Federal  programs,  Medi- 
care and  Medicaid,  to  the  standards  of  just  any 
one  who  might  be  in  the  business.  But  at  the 
same  time  these  are  the  very  people  who  say  that 
this  is  a  free  enterprise  country,  and  that  anybody 
should  be  able  to  get  into  the  hospital  business 
anytime  they  please.  The  only  way  this  principle 
can  be  followed  without  serious  consequences, 
now  that  the  economics  is  almost  guaranteed 
through  third-party  financing,  is  to  provide 
rigorous  monitoring  by  our  official  health 
agencies. 

STATE  AGENCY  RESPONSIBILITY 
TO  SET  STANDARDS 

Everything  leads  toward  a  very  large  increase 
in  the  responsibilities  of  State  agencies  to  see  that 


the  public  gets  a  fair  break  both  in  terms  of  costs 
and  in  terms  of  quality  for  the  services  that  the 
provider  is  rendering.  I  would  see  the  State 
agencies  becoming  quite  concerned  and  working 
hard  to  develop  quality  standards.  We  are 
working  slowly  toward  pro  forma  standards 
relative  to  quality,  but  it's  going  to  require,  on 
behalf  of  you  folks  here,  larger  budgets  and  more 
expert  and  knowledgeable  people  who  can  go 
into  a  facility  and  evaluate  the  quality  of  the 
care  actually  received  by  an  unknowledgeable 
public.  I  see  the  State  agencies  as  having  a  great 
deal  to  say  in  the  future  about  the  levels  of  staff- 
ing in  our  medical  care  facilities.  There  will  be  a 
hue  and  cry  that  there  already  is  a  shortage  of 
professional  personnel,  but  there  will  always  be 
a  shortage. 

STATE  AGENCY  RESPONSIBILITY  IN 
THE  AREA  OF  COSTS  AND 
PUBLIC  DISCLOSURE 

Next  I  would  see  agencies  becoming  quite 
interested  in  costs.  Medicare  now  has  funds 
to  help  search  out  some  of  the  answers  as  to 
efficiency  and  cost.  I  wouldn't  be  able  to  tell 
just  how  to  do  this.  But,  if  the  system  is  going  to 
operate  efficiently,  somehow  or  other  we'll  have 
to  find  out  how  to  do  this.  At  least  we've  got  to 
make  public  all  of  the  information  on  costs  of 
our  institutions  which  are  deriving  the  greatest 
part  of  their  income  from  the  public,  from  both 
the  governmental  and  the  private  sector.  Those 
who  talk  of  Medicare  having  socialized  the  cost 
of  illness,  forget  that  this  was  done  a  long  time 
ago  when  Blue  Cross  set  up  to  collect  from  the 
well-public  in  order  to  take  care  of  the  sick 
public.  Our  State  agencies  should  be  the  source 
through  which  the  public  xan  find  out  all  the 
operating  details  that  have  been  held  so  close  to 
the  chests  of  our  health  institutions  in  the  past. 
By  full  public  disclosure  we  will  have  made  an 
important  step  toward  a  more  effective  and  effi- 
cient operation  of  our  medical  care  institutions. 

STATE  AGENCY  RESPONSIBILITY 
TO  CONTROL  SUPPLY 

And  finally,  there  is  the  question  of  supply.  If 
the  market  can't  control  supply,  then  we  must 
turn  to  official  agencies  to  control  it.  There's 
nothing  so  radical  in  the  concept  of  franchising. 
Of  all  the  for-profit  free  enterprise  institutions  I 
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know,  banks  and  savings  and  loans  are  the  epit- 
ome, and  yet  you  simply  can't  go  out  on  any  street 
corner  and  open  up  a  bank.  You've  got  to 
satisfy  a  public  agency  that  there  is  a  public  need 
for  the  opening  of  another  bank.  You've  got  to 
satisfy  them  that  it  is  not  going  to  damage  the 
ability  of  other  banks  to  continue  to  serve  the 
particular  community.  So  there  is  nothing 
foreign  to  our  economy  in  this  country  to  say 
that  no  one  may  open  a  hospital  without  official 
approval.  We  must  control  supply  for  two  rea- 
sons: one  is  that  we  are  dealing  here  with  a 
commodity  for  which  the  demand  appears,  in 
the  words  of  the  economists,  to  be  almost  infinite. 
If  it  doesn't  damage  the  individual  financially  to 
utilize  a  service,  then  the  economic  control  of 
demand  is  lost.  The  provision  of  a  hospital  bed 
means  utilization  of  that  bed.  Secondly,  we  must 
control  supply  because  we  have  a  system  that  is 
grossly  under-supplied  in  many  of  the  types  of 
accommodations  or  levels  of  care  that  it  ought  to 
have.  This  is  because  the  system  we've  had  in  the 
past  was  designed  by  third  parties  paying  only  for 
intensive  or  acute  care,  thereby  forcing  hospitals 
to  concentrate  on  those  levels  of  care  to  the 
exclusion  of  others,  and  by  the  public  relations 
needs  of  hospitals  encouraging  them  to  do  dra- 
matic things.  I  think  the  greatest  freedom  from 
either  of  these  two  design  influences  for  the  sys- 
tem was  initiated  by  Medicare ;  first,  when  it  said 
it  would  pay  for  all  levels  of  care;  and  second, 
when  it  said  it  would  pay  full  depreciation  and 
interest,  so  that  hospitals  did  not  have  to  depend 
so  heavily  upon  appealing  to  the  public  for  capi- 
tal, but  could  go  to  the  money  market  to  borrow 
funds  for  capital  improvements  and  moderniza- 
tion. 

NEED  FOR  STATE  AGENCIES  TO 
MONITOR  THE  MEDICAL  CARE  SYSTEM 

If  the  system  is  to  ever  be  properly  structured 
along  the  lines  that  the  modern  economics  of 
medical  care  demands,  then  its  development  is 
going  to  have  to  be  monitored.  However,  I  am 
not  for  third  parties  monitoring  the  system.  Third 
parties,  whether  they're  governmental  or  private 
such  as  Blue  Cross,  have  a  conflict  of  interest  if 
they  try  to  monitor  the  system.  They  are  forced 
to  face  those  who  pay  the  tariff,  or  who  pick  up 
the  tab  for  them,  and  they  would  of  course  have 


an  interest  in  developing  a  system  that  in  the 
end  costs  the  least.  I  think  we  must  have  official 
representatives  of  the  public  that  can  look  at  the 
problem  from  the  standpoint  of  the  consumer, 
the  provider,  and  the  payor,  and  who  can  objec- 
tively provide  a  direction  that  will  yield  us  the 
most  effective  system  possible.  Our  health  facili- 
ties system  will  best  serve  the  American  people  if 
State  agencies  at  the  State  level  in  each  State 
move  forward  with  a  strong  program  of  direc- 
tion, of  guidance  and,  if  necessary,  of  compul- 
sion, to  see  that  the  system  does  get  properly 
restructured. 

SUMMARY 

I  will  now  close  by  emphasizing  these  points: 
1.  While  Medicare  has  given  you  status,  sup- 
port, purpose,  and  meaning,  this  is  just  the  start. 

2.  You'll  do  the  best  job,  and  a  better  job  for 
Medicare,  if  you  coordinate  the  problems  and 
purposes  of  Medicare  with  that  of  other  State 
and  Federal  programs. 

3.  There  is  a  great  gain  to  come  from  an  input 
from  all  of  these  programs,  and  a  great  gain  to 
all  those  programs  from  the  output  you  could 
give  them. 

4.  The  real  responsibility  you  have  is  to  the 
public;  and  the  help  you  give  each  of  these  pro- 
grams is  for  the  purpose  of  helping  the  public. 

5.  The  vast  amount  of  dollars  involved  in  these 
programs  means  that  the  public  must  be  satis- 
fied that  the  system,  as  a  whole,  is  being  properly 
monitored. 

6.  The  American  way  of  having  such 
monitoring  done  is  to  turn  to  its  official  State 
agencies. 

7.  Hospitals  want  to  do  right,  and  there  is  a 
growing  indication  that  hospitals  are  willing  to 
give  up  some  of  their  sovereignty  to  agencies 
that  do  indeed  represent  the  public. 

From  here  on  out  those  of  you  who  lack  the 
willingness  to  confront  the  problems  of  the  health 
facilities  system  are  going  to  be  increasingly  un- 
comfortable, because  the  system  is  throwing  off 
so  many  problems.  Those  of  you  who  are  willing 
to  become  involved  in  these  mounting  prob- 
lems will  make  a  vital  contribution  to  the  effec- 
tiveness of  the  health  facilities  system,  the  third 
party  program,  and  to  the  public  you  represent. 
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COMMUNITY  SYSTEMS  OF  COMPREHENSIVE  HEALTH 
CARE  DELIVERY:  ALTERNATIVE  TO  A  NATIONAL 

HEALTH  SERVICE 

Summary  of  Findings  of  the  National  Advisory  Commission 

on  Health  Facilities 

Presented  by  Boisfeuillet  Jones* 
to  the 

Health  Insurance  Conference  for  State  Agencies 
(Western  Session:  San  Antonio,  Texas — May  7,  1969) 
(Eastern  Session:  Baltimore,  Maryland — May  21,  1969) 


Accessibility  to  health  care,  including  ability  to 
pay  the  cost  without  financial  disaster,  is  a 
priority  concern  of  most  of  our  citizens.  You  here 
today  carry  a  major  responsibility  in  helping  to 
meet  this  concern,  and  I  am  very  pleased  to  join 
in  this  conference  for  State  Agencies  sponsored 
jointly  by  two  important  agencies  of  the 
Department  of  Health,  Education,  and  Welfare 
devoted  to  Community  Health  Service  and  to 
Health  Insurance. 

Your  invitation  to  me  was  a  result  primarily  of 
a  report  delivered  to  President  Johnson  in 
December  by  his  National  Advisory  Commission 
on  Health  Facilities,  which  I  was  privileged  to 
chair.  It  is  my  assignment  to  comment  on 
findings  in  the  report**  and  perhaps  suggest 

*  Mr.  Jones  is  President  of  the  Emily  and  Ernest 
Woodruff  Foundation,  Atlanta,  Georgia.  He  is  a  former 
Vice  President  and  Administrator  of  Health  Services, 
Emory  University;  Special  Assistant  to  the  Secretary  for 
Health  and  Medical  Affairs,  Department  of  Health, 
Education,  and  Welfare;  and  recently  served  as  Chair- 
man of  the  President's  National  Advisory  Commission  on 
Health  Facilities. 

**  National  Advisory  Commission  on  Health  Facilities: 
A  Report  to  the  President,  December  1968.  U.S.  Gov- 
ernment Printing  Office:  1968  0-327-238 


future  implications  of  these  findings.  At  the  risk 
of  repetition  for  some  of  you,  I  shall  draw  heavily 
from  material  in  the  report  itself. 

BACKGROUND  OF  THE  REPORT 

When  President  Johnson  established  the 
Commission  in  October,  1967,  he  said: 

"Our  hospitals  have  been,  and  they  remain, 
the  core  of  the  Nation's  health  care  system. 
Thanks  to  the  public-private  partnership 
fostered  by  the  Hill-Burton  Program,  virtually 
every  American  is  within  reach  of  a  good 
hospital  today. 

"Under  the  Hill-Burton  partnership  we  have 
accomplished  much  .  .  . 

"It  is  time  to  build  upon  that  progress.  But  in 
building,  we  must  do  more  than  expand  and 
continue  existing  programs.  We  must  reshape 
them  to  fit  the  changing  needs  of  today  and 
tomorrow. 

"The  demand  for  health  care  is  expanding 
sharply  in  our  land.  There  are  more  Americans 
to  care  for,  every  day.  Medical  miracles  have 
raised  the  expectations  of  all  Americans.  Many 
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economic  barriers  to  health  care  have  been 
lowered  through  such  programs  as  Medicare  and 
Medicaid. 

"We  cannot  look  at  hospital  facilities  alone. 
They  must  be  examined  in  relation  to 
community  and  regional  health  needs  and 
resources.  The  whole  structure  of  health  care 
delivery  must  be  considered  as  we  design  the 
buildings  and  facilities  of  tomorrow." 

It  was  generally  expected  that  the  Commission 
would  concern  itself  primarily  with  specific 
recommendations  for  continuation  or  modifica- 
tion of  the  Hill-Burton  program.  Instead,  it  re- 
sponded particularly  to  that  part  of  the  Presi- 
dent's charge  which  said,  again,  "The  whole 
structure  of  health  care  delivery  must  be  con- 
sidered as  we  design  the  buildings  and  facilities 
of  tomorrow." 

Some  of  you  were  present  at  the  White  House 
when  the  report  was  presented  to  the  President. 
You  will  recall  our  comment  that  the  commission 
is  committed  to  one  major  conclusion:  The 
Nation  must  now  concentrate  upon  organizing 
health  facilities  and  other  health  resources  into 
effective,  efficient,  and  economical  community 
systems  of  comprehensive  health  care  available  to 
all.  The  report  suggests  general  guides  to  this 
objective,  on  which  specific  actions  may  be 
based. 

DEFINITION  OF  CONCEPTS 

Perhaps  understanding  can  best  be  achieved  if 
we  first  define  the  three  essential  concepts 
embraced  in  the  Commission's  final  conclusion: 

1.  Comprehensive  health  care  as  we  define  it  is 

a  system  of  services,  for  individuals  and 
families,  including  four  essential 
components:  health  education;  personal 
preventive  services;  diagnostic  and 
therapeutic  services;  and  rehabilitative 
and  restorative  services.  We  are  concerned 
about  these  personal  health  services  and 
how  we  deliver  them.  Total  community 
health  necessarily  involves  also  the 
environment  and  protection  from 
hazards. 

2.  A  health  facility  as  such  has  no  significance 

beyond  its  role  in  a  health  care  delivery 


system,  and  its  relative  significance 
depends  on  the  functions  it  performs  in 
such  a  system.  A  facility  is  more  than  a 
building  and  its  equipment.  For  our 
purpose,  a  health  facility  is  defined  as  "an 
instrumentality  designed,  financed, 
equipped,  supplied,  staffed,  organized,  and 
operated  as  an  integral  part  of  a 
comprehensive  health  care  system." 
3.  Community  systems  of  health  services  must 
be  organized  and  administered  in  an 
integrated  program  so  as  to,  in  the  words 
of  the  Commission : 

a.  Provide  continuing  care  of  persons  and 
families,  rather  than  solely  episodic 
treatment  of  categorical  disease ; 

b.  Provide  care  that  is  accessible  and  available 

regularly ; 

c.  Offer  enough  flexibility  so  that  care  can  be 

adapted  to  each  individual's  physical  and 
social  needs  and  to  changing  medical 
technology;  and 

d.  Encourage  development  of  a  continuing 
relationship  between  the  patient,  the 
physician,  and  the  other  professional 
supporting  health  personnel  who  provide 
health  services. 

How  to  organize  such  a  program  is  a 
community  responsibility — no  single  model  is  or 
should  be  available,  even  though  the  goal  is  the 
same.  Diversity  breeds  strength  in  the  American 
tradition,  and  provides  opportunity  for  needed 
innovation  and  experimentation. 

The  demands  for  health  services  are  so  great, 
the  financial  needs  so  heavy,  health  manpower  in 
such  short  supply,  and  facilities  so  inadequate 
that  development  of  systems  for  delivery  of 
comprehensive  health  care  requires  the  joint 
efforts  of  private  initiative  and  public 
responsibility.  Decision-making  should  be  at 
appropriate  community  levels.  Comprehensive 
systems  should  build  on,  without  being  restricted 
to,  existing  resources  and  institutions. 

The  future  of  voluntary  health  care  in  this 
country  depends  on  our  success  in  the  timely 
development  of  these  community-determined 
comprehensive  health  care  delivery  systems. 
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FIVE  GUIDING  PRINCIPLES  FOR  THE 
DEVELOPMENT  OF  COMPREHENSIVE 
HEALTH  CARE  SYSTEMS 

Common  principles  should  guide  the 
development  of  these  systems.  The  Commission 
suggested  five. 

1.  Comprehensive  health  care  systems  should 
be  organized  to  assure  appropriate  points 
of  entry  and  continuity  of  health  care. 

The  unprecedented  expansion  of  medical 
knowledge  in  recent  years  makes  it  practically 
impossible  for  a  single  physician,  no  matter  how 
skilled  or  well- trained,  to  provide  total  health 
care,  nor  can  an  individual  facility  any  longer 
meet  the  full  range  of  community  needs. 

The  growth  in  specialization,  the  increasing 
complexity  of  medical  practice,  and  the  declining 
numbers  of  general  practitioners  have  made  it 
difficult  for  the  patient  to  locate  and  get  to  the 
right  source  of  health  care.  Along  with  the 
limited  rise  in  the  number  of  physicians,  there  has 
been  a  decline  in  the  number  of  family  doctors 
available  as  the  initial  source  of  health  care  to  an 
expanding  population — from  a  ratio  of  76  per 
100,000  population  in  1950  to  50  per  100,00  in 
1965. 

Finding  a  physician  and  getting  health  care  is 
particularly  difficult  for  families  who  change 
communities,  many  of  whom  are  poor.  For 
critical  health  needs,  families  with  adequate 
financial  resources  may  find  the  emergency 
rooms  and  out-patient  clinics  of  general  hospitals 
the  only  available  resource.  These,  along  with 
poor  families  without  alternative,  have 
contributed  to  the  250  percent  increase  in 
emergency  room  and  out-patient  visits  during 
the  past  twenty  years.  Emergency  rooms  are  not 
adequate  substitutes  for  family  physicians.  They 
are  not  prepared  for  family  practice,  do  not 
encourage  it,  and  should  not  be  expected  to 
provide  it. 

Comprehensive  systems  will  take  various 
approaches  to  identifying  points  of  entry  and 
developing  mechanisms  for  effecting  continuity 
of  care.  Some  will  be  informal  and  some  highly 
structured.  One  promising  and  increasingly 
popular  pattern  is  a  group  practice  staffed  by 
physicians,  dentists,  and  other  health  personnel, 


organizationally  related  to  a  general  hospital  and 
committed  to  complete  health  care,  thus  assuring 
an  appropriate  point  of  entry  and  continuity  of 
services. 

2.  Every  citizen  should  have  ready  access  to 
quality  comprehensive  health  care. 

Not  only  will  systems  have  to  be  developed  to 
provide  adequate  facilities  for  comprehensive 
care,  but  mechanisms  must  be  further  developed 
to  permit  each  individual  and  his  family  the 
capacity  to  budget  and  prepay  the  costs  of  health 
care.  Such  mechanisms  include  private  health 
insurance,  group  prepayment  for  health  services, 
social  insurance,  and  governmental  support 
through  provision  of  purchase  of  services  for 
dependent  or  selected  population  groups. 

Elimination  of  economic  barriers  in  itself  will 
not  be  sufficient  to  assure  universal  access  for  all 
people  to  the  mainstream  of  health  services.  For 
many,  the  mere  provision  of  financial  coverage 
for  services  may  result  in  raising  to  prominence 
formidable  geographical,  cultural,  educational, 
and  social  barriers  to  the  receipt  of 
comprehensive  health  care.  The  corrective 
measures  must  avoid  creation  of  two  levels  of 
quality  of  health  care — one  for  the  socially  and 
culturally  disadvantaged  members  of  our  society 
and  the  other  for  the  remainder  of  the 
population.  All  must  have  equal  access  to 
comprehensive  health  care  systems. 

3.  States,  regions,  local  communities,  and 
health  agencies  and  institutions  should 
plan  on  a  continuing  basis  for  comprehen- 
sive health  care. 

Health  planning  is  not  new,  but  conventional 
planning  usually  refers  to  a  plan  for  allocation  of 
funds  and  other  resources.  Emphasis  in  health 
planning  is  now  shifting  to  the  process  of 
planning,  which  requires  continuous  effort  to 
assure  that  programs  are  adaptive  and 
innovative  as  needs  change. 

The  process  requires  such  essential 
information  as: 

a  measure  of  the  health  status  of  people  in 
the  planning  area ; 

a  description  of  available  health  resources 
and  their  relationships  to  each  other; 
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an  assessment  of  requirements  for  health 
services  not  now  provided ;  and 

a  projection  of  trends  to  guide  systems 
development. 

Under  impetus  of  federal  grant-in-aid 
programs,  we  have  gained  valuable  experience  in 
the  planning  process.  These  programs  have  been 
largely  categorical  in  nature  representing  major 
national  concerns  such  as  specific  disease  control, 
hospital  and  related  facilities  construction  (Hill- 
Burton  ) ,  mental  health  and  retardation, 
rehabilitation,  and  regional  medical  programs 
for  heart,  stroke,  cancer,  and  related  diseases. 
Now  under  the  recent  Partnership  for  Health 
legislation,  we  have  provision  for  comprehensive 
health  planning,  with  which  most  of  you  here 
today  are  or  will  be  intimately  involved. 

With  the  power  to  make  and  implement 
decisions  dispersed  among  diverse  organizations, 
all  relevant  community  agencies  and  institutions 
must  interact  in  pursuing  the  common  goal  of 
comprehensive  health  care.  Health  planning  is 
too  important  and  too  complex  to  be  the  sole 
responsibility  of  any  single  group.  State 
departments  of  health  have  the  key  leadership 
role,  and  their  demonstrated  competence  over 
many  years  of  health  partnership  with  national 
and  local  public  and  private  agencies  augurs  well 
for  the  national  goal. 

4.  There  should  be  community  responsibility, 
with  both  consumer  and  provider  partici- 
pating in  decisions. 

Planning  has  significance  to  health  consumers, 
providers,  and  the  community  itself. 
Comprehensive  health  planning  is  a  complex 
interpersonal  process  designed  to  bring  about 
measurable  and  beneficial  changes  in  the 
delivery  of  health  services.  The  major 
participants  may  be  classified  as  those  who  give 
health  care,  the  providers,  and  those  who  receive 
health  care,  the  consumers.  Historically, 
providers  have  directed  health  planning,  with 
little  concern  until  recently  for  broad  consumer 
participation. 

Everyone  in  the  community,  during  some 
period  of  his  lifetime,  is  a  consumer  or  user  of 
health  services.  Providers  include  professionals, 
non-professionals,    technicians,  administrators, 


researchers,  and  teachers  within  the  health  field. 
Most  individual  providers,  especially  physicians 
and  dentists,  are  employed  in  the  private  sector 
of  health  service.  Most  health  institutions  and 
agencies  likewise  are  non-governmental. 
Government  (federal,  state,  and  local)  is  both  a 
major  provider  and  consumer  of  health  care  for 
a  significant  number  of  perople  representing  an 
increasing  proportion  of  the  health  services 
market.  For  this  reason  alone,  government 
involvement  in  the  health  planning  process  is 
essential. 

Provider,  consumer,  and  government  all  share 
the  goals  of  comprehensive  health  care  systems. 
However,  the  interests  of  the  provider  and  of 
government  are  not  always  identical  with  those 
of  the  consumer.  The  provider  sees  the  health 
systems  as  the  direct  source  of  his  occupational 
satisfaction  and  financial  support;  the  consumer 
sees  the  health  system  as  an  essential  personal 
service  which  he  has  little  opportunity  to 
influence;  and  government,  from  one 
perspective,  sees  the  health  system  as  one  of 
several  human  services  competing  for  public 
funds.  Because  of  these  sometimes  competing, 
sometimes  harmonious  interests,  the  provider,  the 
consumer,  and  government  must  actively 
participate  in  the  process  of  planning  and 
developing  comprehensive  health  care. 

5.  The  interdependent  levels  of  health  care 
services  must  be  coordinated. 

Of    special    importance    is    the  concept 
leveloped  by  the  Commission  of  three  levels  of 
ealth   care — primary,   intermediate  specialty, 
aid  advanced  specialty — and  their  integration 
into  functional  systems  of  comprehensive  care 
through  regionalization  of  health  facilities. 

a.  Primary  health  care  implies  access  to  a 
known  point  for  entry  into  the  health  care  system 
and  continuity  of  care.  It  revolves  around  the 
availability  of  a  primary  or  personal  physician  or 
physicians,  backed  by  appropriate  facilities  and 
supporting  health  personnel.  A  system  of  primary 
care,  available  for  all,  would  provide 
coordination  of  care,  personal  and  family  health 
services,  preventive  care,  rehabilitative  care,  most 
care  of  illness,  proper  referral  to  specialized 
facilities  and  services,  and  health  education.  In 
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addition,  such  a  system  would  logically  approach 
the  combined  problems  of  physical  and  mental 
health  in  individual  patients  and  their  families. 

The  lack  of  adequate  primary  care  in  the 
central  cores  of  our  cities  and  in  the  rural  areas 
of  the  nation  is  the  most  serious  deficit  in  today's 
health  care  systems. 

b.  Intermediate  specialty  health  care  is 
usually  required  when  the  nature  of  the  patient's 
disease  process  is  serious  or  complicated;  it 
includes  most  specialized  medical  practice  in 
individual  physicians'  offices.  Specialists  probably 
provide  most  medical  care  available  at  the 
present  time.  Frequently  in-patient  status  in  a 
hospital  is  required  to  assure  the  amount,  kind, 
and  intensity  of  care  provided  by  specialty- 
trained  personnel.  Hospitals  emphasizing 
intermediate  specialty  care  would  usually  have: 
(1)  organized  medical  staffs;  (2)  specialized 
diagnostic  facilities;  (3)  organized  specialty 
ambulatory  services. 

c.  Advanced  specialty  health  care  is 
generally  provided  when  patients  are  referred 
because:  their  disease  process  is  difficult  to 
diagnose  or  rare  in  occurrence;  or  the  manpower 
or  technical  resources  available  to  treat  the 
disease  process  are  relatively  scarce.  In  the  latter 
case,  the  disease  process  itself  may  be  common  in 
occurence. 

The  three  levels  of  care  are  not  separate 
entities.  They  must  be  related  to  one  another. 
Providers  at  each  level  have  a  responsibility  to 
assist  individuals  to  move  from  one  level  to 
another  and  return  to  primary  care.  While 
advanced  specialty  care  may  be  predominantly 
in-patient  and  primary  care  predominantly 
ambulatory,  neither  is  exclusively  so.  Primary 
care  can  well  include  in-patient  services.  Certain 
kinds  of  highly  complex  therapeutic  procedures 
can  be  performed  on  an  out-patient  basis,  but 
may  require  specialized  resources. 

Regionalization  of  health  facilities  may  be 
better  understood  if  expressed  in  terms  of 
geographic  areas  and  populations  served. 
Centers  offering  advanced  specialty  care  will 
often  serve  individuals  in  multistate  areas 
covering  thousands  of  square  miles  and 
population  groups  measured  in  the  millions. 


Intermediate  specialty  care  is  usually  designed 
for  local  or  community  areas  with  population 
groups  measured  in  tens  to  hundreds  of 
thousands.  Primary  care  most  likely  will  be 
organized  on  the  basis  of  urban  neighborhoods 
or  rural  areas  with  a  population  numbered  in 
hundreds  to  thousands,  Also,  primary  care  may 
relate  to  groups  of  people  with  special  interests, 
such  as  consumer  cooperatives,  corporate  groups, 
or  labor  unions,  without  particular  regard  to 
geography. 

In  summary,  the  five  principles  to  guide  the 
development  of  community  comprehensive 
health  care  delivery  systems  require :  appropriate 
points  of  entry  and  continuity  of  care;  ready 
access  to  all;  continuous  planning;  community 
responsibility,  including  providers,  consumers, 
and  government;  and  coordination  of  the  three 
levels  of  care. 

DILEMMA  OF  HEALTH  CARE 
DELIVERY  IN  THE  U.S. 

As  a  nation,  we  invested  $53.1  billion  in 
health  care  in  fiscal  year  1968,  6.5  percent  of  all 
the  goods  and  services  we  produced.  This  cost 
represents  an  annual  increase  of  8.6  percent  since 
1950  when  it  was  $12.1  billion.  Our  hospitals 
now  represent  capital  assets  of  about  $28  billion, 
but  need  $10  billion  for  modernization  and 
replacement,  and  will  need  another  $10  billion 
over  the  next  ten  years.  Four  million  people,  one 
out  of  every  twenty  in  the  labor  force,  are 
engaged  in  the  health  effort.  More  significant 
national  health  legislation  was  adopted  in  the 
past  five  years  than  in  any  similar  period  in 
history. 

Our  resources  devoted  to  health  are 
impressive.  Yet,  health  costs  are  rising,  services 
are  maldistributed  and  fragmented,  large 
segments  of  the  population  are  without  adequate 
care,  and  demands  for  health  care  are  increasing. 
Only  by  rapid  transition  to  community-oriented 
and  community-determined  systems  of 
comprehensive  health  care  available  to  all  can 
we  preserve  our  basically  voluntary  pattern  of 
health  care  delivery.  If  we  cannot  make  this 
transition — and  I  think  we  can  and  will — then 
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we  must  face  the  alternative  of  a  government- 
managed  national  health  service  in  some  form. 

IMPLICATIONS  OF  THE  REPORT 
FOR  THE  FUTURE 

As  to  the  future,  I  suggest  eight  implications  of 
the  Commission's  findings,  without  elaboration: 

1.  Health  planning  and  health  service  areas 
will  be  more  precisely  defined  and  made 
more  nearly  uniform  for  various 
categorical  health  purposes. 

2.  Health  care  delivery  systems  will  be 
determined  at  the  community  level  and 
coordinated  by  a  local  planning  body 
whose  decisions  will  have  the  weight  of 
authority. 

3.  Federal  and  state  grant-in-aid  programs, 
contracts  for  services,  standards,  and 
licensing  will  be  designed  and 
administered  so  as  to  support  community 
comprehensive  health  delivery  systems. 

4.  Health  insurance  and  pre-payment  plans 


will  be  expanded  to  cover  virtually  all  of 
the  population  for  practically  all  essential 
health  needs. 

5.  Capital  financing  for  health  facilities  is 
likely  to  be  provided  through  loans 
amortized  in  charges  for  services,  with 
grants-in-aid  for  experimentation  and 
special  needs. 

6.  Family  medicine  will  be  provided 
increasingly  through  group  practice 
arrangements,  comprehensive  in  nature 
but  with  emphasis  on  disease  prevention 
and  maintenance  of  health. 

7.  The  many  categorical  health  programs 
sponsored  by  Federal  and  State 
governments  will  be  increasingly  melded 
into  systems  for  comprehensive  care. 

8.  Greater  efficiency  and  economy  in  delivery 

of  health  care  will  result  in  part  from 
increasing  consumer  concern  and 
competition  among  providers,  including 
increasing  proprietary  involvement. 
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GROUP  DISCUSSIONS:  SOME  OBSERVATIONS  OF 

STATE  OFFICIALS 


An  important  aspect  of  the  conference  was  the 
division  of  all  participants  into  small  groups  of 
20  individuals  or  less,  for  the  purpose  of  holding 
informal  discussions  on  four  major  program 
areas:  utilization  review,  titles  XVIII  and  XIX 
coordination,  provider  survey  techniques  and 
Comprehensive  Health  Planning.  A  number  of 
new  ideas,  suggestions,  and  recommendations 
resulted  from  this  lively  interchange  between 
State  and  Federal  officials  in  both  San  Antonio 
and  Baltimore.  A  representative  sampling  of 
comments  made  by  State  officials  is  listed  below, 
by  topic: 

UTILIZATION  REVIEW 

•  Current  approach  to  utilization  review,  with 
emphasis  on  review  of  long-stay  cases,  appears 
to  be  fiscal  in  nature  rather  than  oriented 
toward  improving  the  quality  of  medical  care. 
We  need  to  assist  providers  in  giving  greater 
emphasis  to  techniques  of  reviewing  profes- 
sional services  furnished. 

•  Separate  utilization  review  conditions  should 
be  drawn  up  for  extended  care  facilities  with 
emphasis  on  nursing  care,  and  qualified  nurses 
should  be  included  with  physicians  on  the 
Utilization  Review  Committee.  Present  utiliza- 
tion review  plans  are  hospital-oriented  and 
difficult  to  apply  to  extended  care  facilities. 

•  Hospitals  should  be  required  by  regulation  to 
avail  themselves  of  comparative  statistical  data 
furnished  by  national  data  banks,  and  to  feed 
back  data  on  their  own  activities  into  the 
system,  with  copies  to  the  State  agency.  Infor- 


mation accumulated  in  this  manner  should  be 
used  as  an  input  for  the  planning  of  health 
facilities  and  services. 

•  The  utilization  review  requirements  for  title 

XVIII  and  the  medical  evaluation  require- 
ments for  title  XIX  should  be  integrated  into 
a  combined  plan,  rather  than  merely  coor- 
dinated. 

•  Additional  training  is  needed  to  help  providers 
collect  pertinent  data  and  become  familiar 
with  and  make  productive  use  of  comparative 
statistical  data  on  patterns  of  medical  care. 

•  It  is  absolutely  necessary  for  the  fiscal  inter- 
mediary and  the  State  agency  to  work  together 
on  problems  relating  to  utilization  review. 
Joint  meetings  should  be  held  monthly  and 
information  gathered  through  provider  con- 
tacts and  surveys,  exchanged. 

TITLES  XVIII-XIX  PROGRAM 
COORDINATION 

•  There  are  two  major  stumbling  blocks  to  the 
integration  of  State  survey  teams  for  XVIII, 

XIX  and  licensure  into  one  combined  pro- 
vider visit :  ( 1 )  the  separate  means  for  financ- 
ing and  (2)  the  different  time  scheduling  for 
visits  required  by  each  program.  With  plan- 
ning, however,  these  problems  can  be  over- 
come. 

•  The  Social  Security  Administration  should 
consider  qualifying  all  intermediate  care  facili- 
ties as  non-1861  (j)  (1)  facilities,  to  provide 
for  consistent  program  definition  under  Titles 
XVIII  and  XIX. 
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•  State  agencies  experience  difficulties  in  attempt- 
ing to  implement  the  many  regulations,  policies 
and  procedures  of  the  various  Federal  health 
programs.  They  would  like  to  see  a  simplifica- 
tion of  communication  lines  by  DHEW,  better 
coordination  of  programs  at  the  Federal  level, 
simplified  reimbursement  procedures,  a  single 
set  of  standards  for  facilities  participating  in 
Medicare  and  Medicaid  and  more  extensive 
coverage  of  services. 

•  The  Federal  Government  should  consider  shift- 
ing its  present  emphasis  on  beds  (acute  hos- 
pital, restorative  ECF,  custodial)  for  purposes 
of  reimbursement  and  staffing  requirements, 
to  actual  services  rendered  the  patient  (as  an 
example,  skilled  nursing  services  that  can  be 
rendered  by  an  LPN ) ,  because  facilities  should 
be  encouraged  to  furnish  multiple  services — 
particularly  in  rural  areas. 

•  Social  and  Rehabilitation  Services  should  build 
up  its  communications  network  at  the  regional 
level  as  has  been  done  for  Title  XVIII  by 
SSA  and  PHS,  so  that  the  State  agency  can 
get  prompt  responses  to  routine  questions. 

SURVEY  PROGRAMS 

•  Major  problem  of  the  State  agency  is  to 
attract  high  calibre  people  for  the  survey 
process.  In  many  States  the  salaries  are  too 
low  and  the  State  civil  service  merit  system 
outdated.  Also  State  legislatures  are  hard  to 
convince  of  the  importance  of  the  survey 
process.  Additional  efforts  are  needed  to  raise 
salaries  and  contribute  to  the  prestige  of  the 
surveyor  profession. 

•  Survey  methods  vary  by  State  (generalist  or 
specialist-team  approach ) ,  but  it  is  generally 
agreed  that  a  registered  nurse  is  best  suited 
for  general  work.  Since  physicians,  dietitians, 
and  other  specialists  are  in  short  supply,  gen- 
eralist surveyors  must  necessarily  assume  the 
greater  part  of  the  survey  responsibilities  and 
must  be  effectively  trained  to  recognize  situa- 
tions requiring  the  services  of  a  specialist. 

•  Ordinarily,  in-depth  consultation  on  provider 
deficiencies  should  be  furnished  by  a  specialist 
in  the  problem  area  to  assure  effective  analysis 


of  the  deficiencies  and  professional,  construc- 
tive criticism. 

•  While  the  survey  process  should  be  primarily 
oriented  to  educational  efforts  to  assist  the 
provider  in  upgrading  his  services,  uncoopera- 
tive providers  should  be  identified  as  promptly 
as  possible ;  and  if  over  a  period  of  time  signifi- 
cant uncorrected  deficiencies  persist,  then 
termination  procedures  should  be  enacted. 

•  Whereas  JCAH,  BHI  and  State  licensing 
boards  consider  their  standards  are  minimum, 
the  providers  treat  these  standards  as  the 
maximum. 

•  Very  often  State  health  department  surveyors 
see  fire  hazards  in  a  facility,  but  pass  over 
them  because  the  State  fire  marshall  has  issued 
an  approval  to  that  institution.  Where  this 
occurs,  the  Medicare  unit  of  the  State  agency 
should  make  an  independent  evaluation. 

•  A  weakness  in  the  fire  safety  enforcement 
in  many  States  is  the  fact  that  the  fire  marshall 
and  his  deputies  are  political  appointees. 
Greater  efforts  need  to  be  made  to  coordinate 
Medicare  administration  of  fire  safety  stand- 
ards with  activities  at  the  local  level. 

•  The  Bureau  of  Health  Insurance  and  the 
Community  Health  Service  should  produce  a 
national  surveyor  training  package  for  State 
agencies  so  that : 

1.  There  would  be  greater  uniformity  in  the 
interpretation  of  the  Conditions. 

2.  The  States,  many  of  whom  experience  high 
turnover  rates  in  surveyors,  would  have  a 
ready  tool  to  train  new  people  quickly. 

3.  The  State  agencies  could  concentrate  on 
their  work  and  daily  office  workload,  leav- 
ing the  preparation  of  surveyor  training 
procedures  to  Federal  specialists. 

COMPREHENSIVE  HEALTH  PLANNING 

•  Planning  is  a  professional  management  skill; 
the  failure  of  many  State  planning  committees 
set  up  for  purposes  of  Comprehensive  Health 
Planning  is  due  to  the  fact  that  no  professional 
planners  were  included  in  the  committee. 

•  Health  planning  should  be  initiated  in  the 
State  Health  Department,  yet  many  Health 
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Departments  had  never  embarked  on  a  pro- 
gram of  health  planning  before  CHP. 
The  emphasis  CHP  places  on  the  consumer 
as  part  of  the  planning  committee  does  not 
take  into  account  that,  for  the  most  part,  the 
consumer  is  not  skilled  in  this  area,  and  does 
not  have  the  knowledge  to  make  judgments 
on  the  quality  of  medical  care.  The  success 
of  the  Greater  Detroit  Planning  Council  was 
attributed  to  the  fact  that  the  committee  was 
composed  primarily  of  business  people  who 
called  in  professional  consultants  whenever 
necessary. 

At  present  Medicare  and  CHP  are  not  work- 
ing closely  together,  but  there  is  a  potential 
for  doing  so,  and  State  agencies  are  beginning 
to  take  steps  in  this  direction.  More  needs  to 
be  done  to  identify  ways  in  which  Medicare 
can  seek  the  assistance  of  State  planning 
agencies. 


•  A  desirable  location  for  CHP  within  a  State 
would  be  in  the  State  Health  Department, 
but  Health  Departments  need  to  be  objective 
with  respect  to  their  own  vested  interests, 
which  could  influence  planning  decisions  to 
some  extent. 

•  There  is  a  future  need  for  CHP  to  have 
franchising  authority  over  health  facilities,  or 
some  other  lever  to  enforce  planning  recom- 
mendations as  a  means  to  prevent  surplus 
beds  and  unnecessary  competition  among 
health  facilities. 

•  Although  planning  should  continue  at  the 
local  level,  strong  leadership  is  needed  on  a 
national  or  regional  basis. 

•  Data  exchange  and  coordination  of  the  various 
planning  agencies  are  essential  to  the  ultimate 
success  of  Comprehensive  Health  Planning. 
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